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THE ETIOLOGY AND TREATMENT OF 
ACQUIRED AORTIC VALVULAR 
INSUFFICIENCY 


ONE CASE REPORT TO REPRESENT EACH MAJOR ETIOLOGICAL 


CLASSIFICATION® 


J. MANLy StaL_wortn, M. D., Danie B. Nunn, M. D.**, Joun A. Boones, M. D. 


Introduction 

he very great majority of cases of aortic 
by insufficiency seen by the practicing phy- 

sician are caused by syphilis or rheuma- 
tic fever. In the Southern states syphilis is the 
predominant etiological factor although it is 
becoming known that rheumatic fever is a far 
more common cause than suspected in pre- 
vious years. The reverse is true in the Northern 
states where the cases are predominantly 
caused by rheumatic fever and syphilis is a 
minor factor. Much less commonly, there may 
be congenital defects of the structure of the 
aortic valve or mechanical damage to the 
valve through rupture secondary to a severe 
strain, or by weakening of the valve from 
erosion by bacterial endocarditis. Other rare 
causes are dissection of the aorta as a result of 
atherosclerosis or the congenital medial 
weakening in Marfan’s syndrome. Occasionally 
in hypertensive patients, particularly those 
with high diastolic blood pressure, slight to 
moderate murmurs of aortic insufficiency ap- 
pear, but these may be looked upon as func- 
tional murmurs since they never result in a 


°These patients and this work were supported by the 
S. C. Heart Association. 
°°Fellow Cardiovascular Service, Medical College of 
South Carolina. 
From Department of Medicine and Surgery, Medical 
College of South Carolina, and Roper Hospital, 
Charleston, South Carolina. 


clinically significant degree of regurgitation. 

In the majority of cases, however, aortic in- 
sufficiency, whatever the etiology, is a lesion 
of major significance. In the usual case of 
rheumatic aortic insufficiency the ability of the 
left ventricle to undergo compensatory hyper- 
trophy enables the heart to maintain com- 
pensation for a characteristically long time be- 
fore progression of the leak finally results in 
exhaustion of the myocardium and resultant 
congestive heart failure. In syphilitic aortic in- 
sufficiency, on the other hand, unless arrested 
in its earliest stages by adequate antisyphilitic 
therapy, the insufficiency runs a rapid course 
between the first appearance of the murmur 
and the appearance of gross congestive heart 
failure. An even more rapid downhill course 
is seen in cases of traumatic or ulcerative rup- 
ture of aortic valves. 

For a time, most cases of congestive failure 
due to aortic valve insufficiency respond fairly 
well to the usual administration of digitalis and 
diuretics. The response to medical treatment 
is in general, however, less likely to be as 
effective or as long-lasting as in congestive 
failure from other causes. The development of 
mechanical devices for the relief of severe 
aortic regurgitation is therefore a very distinct 
advance in the relief of these cases when they 
have reached the end of their medical rope. 





Within recent years, an acceptable surgical 
procedure, based upon the insertion of a plastic 
ball valve into the descending aorta, has been 
developed by Hufnagel' for the treatment of 
certain patients with aortic insufficiency. This 
procedure, while not completely corrective, 
has afforded in the majority of instances sig- 
nificant relief of symptoms to those patients 
failing to respond to usual medical therapy.',? 
The following account is concerned with a 
discussion of this means of surgical treatment 
and a report of four illustrative cases of vary- 
ing etiology treated in this manner at the 
Medical Center Hospitals. 

Surgical Treatment 

Over the past few years, several experi- 
mental approaches have been tried in an 
effort to develop a satisfactory corrective sur- 
gical procedure for aortic insufficiency. Un- 
fortunately, the majority of these efforts have 
failed to yield any promise for long-term good 
results. Examples of such efforts are the use 
of homologous transplants of either the pul- 
monary or aortic valve,' reconstruction of a 
valve from segments of pericardium, veins, 
arteries, or a combination of the structures,’ 
the use of a transvalvular stent constructed of 
a segment of costal cartilage wrapped in peri- 
cardial tissue,? and the use of a nylon sash 
ligature placed around the aortic annulus.? 


In 1954, after preliminary experimental suc- 


FIGURE I 


“Aortic valvular prosthesis with its “multiple point 
fixation” rings. 


cess, Hufnagel’ reported on the clinical use 
of a plastic ball valve placed in the descending 
aorta for the treatment of aortic insufficiency. 
This valve (Figure 1) is constructed of a 
single piece of methyl methacrylate with a 
contained ball which was originally con- 
structed of similar material or polyethylene. 
Recently, the ball has been constructed of a 
hollow nylon sphere coated with Silastic (a 
rubber-like substance ) in order to obviate the 
noise which was produced by the earlier 
model of the valve. The valve is available in 
four sizes ranging from 3/4 inch to 1-1/8 inch 
inside diameter made to meet the requirements 
of the different sizes of human aorta en- 
countered. Once the valve is inserted into the 
proximal and distal severed ends of the de- 
scending aorta, fixation is accomplished by 
means of a nylon ring, with multiple teeth 
projecting from its inner surface, placed 
around the aorta and each end of the valve. 
The purpose of this “multiple point fixation” is 
to avoid complete circumferential pressure 
with subsequent necrosis of the segment of 
aorta projecting beyond the nylon rings. These 
rings in turn are held in place. by a heavy silk 
ligature which lies in a groove around their 
circumference. Additional support is gained 
through the use of a twisted wire placed 
through the two holes in the body of each 
ring. 

The rationale for inserting the plastic valve 
in the descending aorta is found in the results 
of experimental work designed to determine 
the optimal location of an artificial valve which 
could reduce the greater portion of regurgitant 
blood flow without decreasing the proximal 
diastolic pressure to the point of compromising 
coronary filling. In short, it was found that a 
plastic valve placed in the descending aorta 
immediately distal to the left subclavian 
artery approximately 75 
per cent of aortic regurgitation and at the same 
time allow for adequate coronary filling by re- 
flux of blood from the vessels proximal to the 
valve. 


would _ prevent 


Since the Hufnagel procedure is not a totally 
corrective one, only those patients with aortic 
insufficiency who have experienced some de- 
gree of decompensation are considered candi- 
dates for operation. Consequently, the morbid- 


68 THe JouRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 





ity and operative mortality are necessarily 
higher than in those forms of heart disease 
that produce symptoms early and are amen- 
able to surgical treatment. Hufnagel, with the 
largest series of cases, reports an operative 
mortality of 20% in a group of 80 patients; the 
majority of deaths being due to ventricular 
fibrillation.2 In general, the results of opera- 
tion have been those of improvement except 
for the limitations imposed by irreparable myo- 
cardial changes occurring prior to operation. 
No instances of failure of the valve to function 
post-operatively have been reported to date. 


Case Reports 

Case I: (Ruptured Leaflet) A 20 year old white 
male4 was admitted to Roper Hospital on January 16, 
1955 with complaints of exertional dyspnea, orthopnea, 
and paroxysmal nocturnal dyspnea. His present illness 
dated back to December, 1953, when he first experi- 
enced sudden pain in the chest and left arm, exertional 
dyspnea, and pedal edema following a physical act of 
exertion. Prior to this time he had been lifting and 
handling heavy materials without difficulty while 
working full-time at a textile mill. In March, 1954, he 
was admitted to the Spartanburg General Hospital 
because of severe congestive heart failure associated 
with hypertension. He responded to digitalis and 
diuretics, but on discharge continued to have exertional 
dyspnea and was forced to give up his job. In De- 
cember, 1954, he was re-admitted to the Spartanburg 
General Hospital with increasing signs of heart failure 
and chest pains. At that time a diagnosis of coarctation 
of the aorta was made, and the patient referred to 
Roper Hospital for operative treatment. 

Physical examination on admission to Roper Hos- 
pital revealed a well-nourished, well-developed white 
male who appeared to be slightly dyspneic while sit- 
ting in bed. The blood pressure was recorded as 
220/80 in each arm and 150 in the right leg and 144 
in the left leg by palpation. The brachio-cephalic 
pulses were “water-hammer” type, while pulsations in 
the lower extremities were barely palpable. The heart 
was enlarged and a marked precordial heave was 
present. A Grade III blowing diastolic murmur was 
audible at a point just to the right of the sternum in 
the third intercostal space and to a lesser degree along 
the left sternal border. The liver was palpable four 
to five cm. below the right costal margin. X-ray films, 
which included cardiac fluoroscopy and angiocardio- 
grams, were consistent with the diagnosis of coarcta- 
tion of the aorta with aortic regurgitation. Cardiac 
catherization performed on the right side of the heart 
was unremarkable except for a right ventricular pres- 
sure of 70/10 mm of mercury. An ECG revealed 
changes of left ventricular hypertrophy and delayed 
IV and AV conduction times. Wasserman and Kline 
examinations were reported as negative. The final 
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clinical impression was coarctation of the aorta and 
aortic insufficiency, thought to be secondary to trau- 
matic rupture of an aortic cusp. 

On January 24, 1955 the patient underwent left 
thoracotomy. A coarctated segment of the aorta, 
measuring 0.5 cm. in diameter at the smallest point 
was present immediately distal to the left subclavian 
artery. Because of the associated aortic regurgitation, 
it was decided to insert a Hufnagel valve following 
resection of the area of coarctation. In order to ac- 
complish this, it was necessary to also insert an aortic 
homograft between the proximally divided aorta and 
the proximal end of the Hufnagel valve because of 
the close proximity of the coarctation to the origin of 
the left subclavian artery. The patient withstood the 
operative procedure satisfactorily, and the post- 
operative course was uncomplicated except for a mild 
phlebitis at the site of a venesection. The post- 
operative blood pressure was-recorded as 130/20 in 
the arms and 130/80 in the legs. 

Since his discharge, the patient has returned to 
work on an eight hour schedule, and does not experi- 
ence dyspnea on moderate exertions. The heart size 
is now smaller, but the murmur of aortic insufficiency 
is unchanged. 

Case Il: (Syphilitic Valvulitis) A forty-three year 
old colored male was admitted to Roper Hospital on 
February 4, 1955, with the chief complaint of pro- 
gressive dyspnea for the past 6 to 8 months. Within 
the past three weeks prior to admission to the hospital 
the dyspnea had become particularly severe and was 
present even at rest. Associated symptoms included 
increasing weakness and non-productive cough. There 
was history of a positive Wasserman and Kline in 
1952, following which the patient was treated with 
a series of 15 injections of penicillin. 

Physical examination on admission revealed a well- 
developed and well-nourished colored male who ap- 
peared dyspneic while sitting in bed. The blood pres- 
sure was recorded at 128/10 in the arm and the pulses 
described as “water-hammer” type. A regular sinus 
rhythm was present. The heart was enlarged to the 
left and a Grade IV blowing diastolic murmur was 
audible at the primary aortic area. A soft systolic and 
a questionable low pitched diastolic murmur were de- 
tected at the mitral area. Moist rales were present in 
both lung bases. X-ray films of the chest were re- 
ported as showing cardiomegaly involving primarily 
the ventricular segment. An ECG revealed changes 
consistent with left ventricular hypertrophy. A Wasser- 
man and Kline determination was reported as positive. 
Final clinical impression was aortic insufficiency 
secondary to syphilitic aortitis. Operative treatment 
with insertion of Hufnagel valve was advised because 
of the rapid progression of cardiac difficulties. 

On March 3, 1955 left thoracotomy was performed 
with insertion of a Hufnagel valve into the proximal 
descending thoracic aorta. The patient withstood this 
procedure well, and the post-operative course was un- 
complicated. At the time of discharge, the blood pres- 
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sure was recorded at 125/0 in the left arm and 
180/120 in the left leg. 

Since operation the patient has remained well- 
compensated and is able to walk four blocks without 
becoming dyspneic. The heart is still enlarged al- 
though there has been a slight decrease in size. Ap- 
proximately one year after operation, the patient was 
hospitalized following an embolus to the right popliteal 
artery. He was treated with anticoagulants without 
loss of the extremity and has not experienced further 
embolic episodes even though anticoagulants have 
been discontinued. 

Case III: (Rheumatic Valvulitis) A 39 year old 
white male was admitted to Roper Hospital on 
January 23, 1955. He gave a history of having been 
in apparent good health until 19 months previous to 
this admission when he began to experience dyspnea 
on exertion and angina-like pains. In spite of this, he 
had gotten along fairly well until April, 1954 when 
the dyspnea progressed to orthopnea, chest pains in- 
creased in severity, and ankle edema became mani- 
fest. He was in a hospital in Augusta, Georgia at this 
time, and was diagnosed as having rheumatic heart 
disease. His general condition improved somewhat 
with digitalis and diuretics, but there was no decrease 
in the severity of chest pains. Over the next few 
months he required admission to the hospital on sev- 
eral occasions, and continued to have the severe chest 
pains. Because of this progression of symptoms in the 
face of the medical therapy, operative treatment was 
advised. 

On admission to Roper Hospital he was a well-de- 
veloped and fairly well-nourished white male appear- 
ing dyspneic. The blood pressure was recorded at 
150/30 in the arm. The pulses were “water-hammer” 
type and a normal sinus rhythm was present. The 
heart was enlarged to the left. A Grade II systolic and 
diastolic murmur were present at the aortic area. A 
Grade II systolic and a low-pitched rumbling dia 
stolic murmur were audible at the apex. The chest 
was clear to percussion and auscultation, and no peri- 
pheral edema was present. Chest films showed 
moderate cardiomegaly due primarily to enlargement 
of the left ventricle. An ECG showed changes con- 
sistent with left ventricular hypertrophy and delayed 
IV induction. Wasserman and Kline tests were re- 
ported as negative. The final clinical impression was 
rheumatic heart disease with predominant aortic in- 
sufficiency. 

Left thoracotomy with insertion of a Hufnagel valve 
was performed on January 31, 1955. The patient with- 
stood the procedure well, and the post-operative course 
was uncomplicated except that some retained bron- 
chial secretions necessitated tracheotomy for adequate 
tracheal toilet. The patient was discharged improved 
on February 14, 1955. 

On follow-up visits to the Heart Clinic the patient 
no longer complained of orthopnea or dyspnea on 
exertion although he continued to have angina. There 
was a slight decrease in heart signs as shown by x-ray. 


However, in September, 1956 in spite of digitalis and 
diuretics, he began to go on a progressive downhill 
course and died suddenly on November 4, 1956. No 
autopsy was performed. 

Case IV: (Bacterial Endocarditis) A 31 year old 
white male was admitted to the Medical College Hos- 
pital on June 23, 1957. He had a history of having 
been well until October, 1956 at which time he de- 
veloped an upper respiratory infection. This was fol- 
lowed by chills and fever, episodes of vertigo, and 
pains in the left shoulder. He consulted a physician, 
was treated with antibiotics with only slight improve- 
ment and was therefore admitted to the Greenville 
County General Hospital with the diagnosis of acute 
bacterial endocarditis. There was no history of rheu- 
matic fever. Treatment was carried out for one month 
with oxytetracycline and penicillin, and the patient 
was discharged on restricted activity. In February, 
1957 he began to experience episodes of dyspnea on 
exertion and angina-like pains. Treatment with digi- 
talis and diuretics afforded little relief of symptoms 
so that the patient was referred to the Medical Col- 
lege Hospital for operative treatment. 

He was a well-developed and well-nourished white 
male appearing mildly dyspneic. Blood pressure in 
the arms was recorded as 150/46. The pulses were 
“water-hammer” type, and a regular sinus rhythm was 
present. The heart was enlarged to the left. A Grade 
II to III blowing diastolic murmur was audible over 
the entire precordium. The liver was palpable 6 cm. 
below the right costal margin. Fluoroscopy and chest 
films indicated gross cardiomegaly with left ventricular 
hypertrophy and a first degree heart block. Wasserman 
and Kline tests were reported as negative. Final 
clinical impression was aortic insufficiency secondary 
to acute bacterial endocarditis. 

Left thoracotomy with insertion of a Hufnagel 
valve was performed on July 3, 1957. The patient 
withstood the operative procedure well, and the post- 
operative course was uncomplicated. 

Since discharge, the patient has had few cardiac 
symptoms and is able to walk eight blocks without 
difficulty. There has been a slight decrease in size of 
the heart as shown by follow-up x-ray examinations. 


Summary 


A discussion of the etiology and treatment 
of aortic insufficiency with particular reference 
to the insertion of a Hufnagel valve is pre- 
sented. Four illustrative cases of aortic in- 
sufficiency due to varying etiology, treated 
surgically, at the Medical Center Hospitals by 
insertion of a Hufnagel valve are reported. 
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DEFORMITIES OF THE NOSE 
AND NASAL AIRWAYS 


Rosert F. Hacerty, M. D. AND Mary L. HAcEerty® 
Charleston, S. C. 


he nose, because of its uniquely promi- 
sk nent position, is frequently exposed to 
trauma giving rise to abnormalities of 
both appearance and function. In general, one 
can consider the nose as a pyramid supported 
by the nasal bones superiorly, the lateral 
cartilages inferiorly, and the alar cartilages at 
the tip. Along the midline additional support 
is afforded by the nasal septum which is bony 
in its superior extent and cartilaginous inferior- 
ly. Very commonly the framework of the nose 
is injured without destruction of the overlying 
skin or underlying mucous membrane lining. 
Such injuries frequently result in hump de- 
formities, depressions of the nasal bridge, and 
deviations of the nose from the midline usually 
associated with displacement of the nasal 
septum and obstruction of one or both of the 
nasal airways. This frequently gives rise to 
difficulty in breathing and impaired drainage 
of the paranasal sinuses characterized by such 
symptoms as post-nasal drip and headaches. 
In order to improve the appearance and 
functions of the nose, it is necessary to re- 
construct or replace the supporting elements 
of the nasal pyramid and to correct the devia- 
tion of the nasal septum. This can usually be 
accomplished by carrying out a submucous re- 
section and rhinoplasty in one operative pro- 
cedure through intra-nasal incisions. This com- 
bined operation is also effective in making 
available septal cartilage for correction of any 
depressions along the nasal bridge. Frequently 
a sizable segment of the superior septum must 
be removed with the osteocartilaginous hump 
and one must be careful to leave sufficient sup- 


*From the Department of Surgery (Plastic Surgery), 
Medical College of South Carolina. 
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porting cartilage in the lower half of the nose 
to avoid a depression. A division of responsibil- 
ity in this regard, therefore, is usually not de- 
sirable 

The success of surgery of this type depends 
primarily on the analysis of the presenting 
problem. In addition to a complete history and 
examination, photographs are taken of both 
front and profile views, and a facial moulage 





Figure 1 
A moulage in plaster is made of the face for three- 
dimensional study (Left). Wax models are poured 
from the same mould and the nose shaped to the 
desired form preparatory to surgery (Center). About 
one year after surgery, the final moulage is made for 
comparative study and record ( Right). 


71 





Figure 2.—20 year old female 

This patient is believed to have suffered a traumatic 
injury to her nose at age three. In early childhood a 
prominent hump appeared associated with a _ pro- 
gressive difficulty in breathing. 

Examination revealed a hump deformity with a full 
tip. There was a deviation of the septum to the left 
superiorly and the right inferiorly, markedly encroach- 
ing upon the nasal airways. 

Submucous resection and rhinoplasty were carried 
out with removal of the hump, thinning of the tip, and 
correction of the breathing difficulty. 


is made. This moulage is cast in plaster and 
wax, permitting three dimensional study. The 
nose is built up with wax or cut down until a 
shape suitable to the contours of the face is 
obtained. (Fig. 1) In remodeling the plaster 
nose, a measuring device can be utilized to 
compare the results with standard angles for 
the nasal bridge and columella. It is from 
these studies together with drawings on the 
photographs that the desired shape of the nose 
is determined. All experimentation is thus car- 
ried out on the plaster and wax models and on 
the drawing board. In this manner a concrete 
goal is established. One has then but to con- 
centrate on duplicating these results on the 
patient, a formidable enough challenge by 
itself, 

By restoring the plaster or wax model of the 


Figure 3.—29 year old female 

During her teens patient noticed difficulty in 
breathing and the appearance of a hump deformity. 
A submucous resection was carried out elsewhere with 
little improvement. 

Examination revealed a hump deformity, a low tip, 
and deviation of the septum to the left severely oc- 
cluding the nasal airway. 

Submucous resection and rhinoplasty were carried 
out with correction of the hump deformity, elevation 
of the tip, and removal of the obstruction to the air- 
ways. 


nose to a suitable shape one becomes im- 
mediately aware of the deficiencies or excesses 
of the supporting structures. In the operative 
procedure these can be reduced or reinforced 
as the case may be. The degree to which these 
changes are made depends largely on the taste 
of the surgeon. We endeavor to secure a 
straight nasal bridge with a slight upward 
tilt of the tip, the latter somewhat greater in 
women than men. Radical changes are 
avoided, especially the pinched “operated” 
appearance, the exaggerated tilt to the tip 
with its overly “cute” result, and the curved 
or “ski-jump” bridge line. 

These patients are operated upon under 
general endotracheal anesthesia. There is con- 
siderable ecchymosis and swelling about the 
eyes postoperatively, if fracture of the nasal 
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Figure 4 


Figure 5.—21 year old female 


Patient complained of frequent post-nasal drip and 
sore throat, in addition to the general configuration of 
her nose. 
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Examination revealed a rather large nose with a 
hump deformity and a broad, round tip. The septum 
almost completely obstructed the left nasal fossa and 
spurs were present bilaterally. 

A submucous resection and rhinoplasty procedure 
succeeded in reducing the overall size of the nose, 
removing the hump and thinning the tip together with 
eliminating her symptoms of nasal obstruction. 
<_———— Figure 4.— 22 year old female 

At age 17 patient was struck on the nose. This was 
followed by difficulty in breathing and the appearance 
of a hump deformity. 

Examination revealed a rather large nose with a 
hump deformity of the bridge and a low tip deviated 
to the right. The septum partially occluded the right 
nasal fossa, while a spur extended across the floor on 
the left. 

Submucous resection and rhinoplasty were effective 
in reducing the overall size of the nose, removing the 
hump, and in thinning and elevating the tip together 
with replacing it in the midline. 

Correction of the septal deviation with its spurs 
eliminated the breathing problem. 


Figure 6.—38 year old male 


Traumatic accident of nose occurred ten years pre- 
viously. A cartilage graft was inserted two years later 
elsewhere. He had been troubled with smothering 
sensations and dissatisfed with the appearance of his 
nose since the accident. 

Examination revealed a marked hump deformity 
with elevation of the nasal tip and columella together 
with marked deviation of the septum into the right 
nasal fossa superiorly and into the left fossa inferiorly. 

Submucous resection and rhinoplasty were carried 
out with introduction of an “L” shaped autogenous 
cartilage graft through a mid-columellar incision. The 
nasal profile was improved as was the breathing. 





































Figure 7.—21 year old male 
Repeated trauma to the nose (football) resulted in 





The Management of Abruptio Placentae. L. L. 
Hester, Jr., M. D. and J. A. Salley, M. D. (Charleston ) 
Am. J. Obst. 74:1218, Dec. 1957. 

There is considerable difference of opinion concern- 
ing the role of cesarean section in the management of 
abruptio placentae. The incidence varies between 3% 
for service patients at Roper Hospital to 51.6% else- 
where. In this series of J00 cases, three had cesarean 
sections, two of which were performed on patients 
with previous sections. ‘Therefore, only one was done 
for abruptio placentae alone. Cesarean section is in- 
dicated for fetal distress, uncontrolled hemorrhage, and 
the usual obstetrical indications. In short, classification 
is: 

Grade 0. These are clinically unrecognized before 
delivery. (Diagnosis is based upon ex- 
amination of placenta). 

Grade 1. These show external bleeding only, or 
mild uterine tetany, but no evidence of 
maternal shock. 

Grade 2. In this group there is uterine tetany, 
ordinarily with uterine tenderness, pos- 
sibly external bleeding, fetal distress (or 
death), but no evidence of maternal 





bones is carried out, but this is limited some- 
what by a plaster of paris nasal splint and 
cold compresses. On the fifth postoperative 
day, the patient is discharged without dress- 
ings but with instructions in the use of a nasal 
splint and is usually able to resume his previ- 
ous duties within two weeks of the procedure. 


A group of cases is presented demonstrating 
deformities of the nose and nasal airways and 
their correction by a combined operation of 
submucous resection and rhinoplasty. The 
breathing difficulties were alleviated and ap- 
pearance improved in a single operative pro- 
cedure except in the final case. 


severe difficulty in breathing and in an abnormal ap- 
pearance. A submucous resection elsewhere corrected 
the breathing difficulty. 

Examination revealed a broad hump of the superior 
half of the nose with a bulbous depressed lower half. 
The airways were of excellent patency bilaterally, but 
the entire profile of the nose was low. 


Since septal cartilage was not available to elevate 
the depression of the bridge, superior segments of the 
lateral cartilages were rotated superiorly and medially. 
The entire profile is a little too low and could be im- 
proved by a cartilage gratt. 


shock. 

Grade 3. Here there is evidence of maternal shock 
or coagulation defect, uterine tetany, and 
intrauterine death of fetus. 

If clinically and on sterile pelvic examination ab- 
ruptio placentae is diagnosed, the treatment for each 
grade of severity is briefly as follows: 

Grade 1. Bedrest and observation except in a pa- 
tient with a near or at term fetus and a 
ripe cervix; then amniotomy is indicated. 
Blood replacement only if bleeding is ex- 
cessive. 

and 3. Oxygen, blood replacements, 
amniotomy, and in certain selected cases 
a Pitocin infusion. Fibrinogen is made 
available. Cesarean section for fetal salvage 
in Grade 2. 

Fetal mortality was 68% (50% had no fetal heart 
tones on admission). Prematurity 51% in Grade 1, 
72% in Grade 2, and 46% in Grade 3. 

Maternal complications were postpartum hemor- 
rhage 12%, endometritis 9%, hypofibrinogenemia 3%, 
renal failure 3% and maternal death 4%. 


Grades 2 
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MANAGEMENT OF IMPERFORATE ANUS 


R. RANDOLPH BrRADHAM, M. D. 


mperforate Anus is a broad term which in- 
[ cludes multiple types of obstructive mal- 

formations of the terminal bowel. These 
we frequently associated with anomalies of the 
genito-urinary tract. The incidence of im- 
perforate anus is approximately one per five 
thousand births. Recent advances in treatment 
have improved results and lessened the mor- 
bidity and mortality. 

The separation of the cloaca, a terminal 
cavity common to the urogenital sinus and 
posterior intestinal tract, into cavities which 
form the rectum and anus and the lower 
urinary tract occurs between the 5th and 7th 
week of embryonal development. Arrest in 
development results in imperforate anus with 
and without an associated fistula. 

Classification 

The most commonly used classification is 
that of Ladd and Gross' which is as follows: 

Type I Incomplete rupture of the anal membrane 
or stenosis at a point 1-4 cm. above the 
anus, 

Imperforate anus due to persistent mem- 
brane. 


Type II 
Type III Imperforate anus but with rectal pouch 
separated from the anal membrane and 
blindly either within or 
above the pelvis. 

Normal anus with rectal pouch ending 
blindly. The anal and rectal pouches are 
sometimes separated only by a mem- 


terminating 


Type IV 


brane. 
Fistulas and Associated Anomalies 

A fistula may occur with any type but is 
much more common with Type III. One 
hundred and thirty cases were recently re- 
viewed by the author and in eighty-three 
64%) an associated fistula was present. 
Seventy-four of these were in Type III cases. 
he three types of fistulas occurring in males 
ire recto-urethral, recto-vesical, and _ recto- 
verineal. In the female, recto-perineal, recto- 
aginal, and recto-vesical occur, although the 
ast named is a very rare finding. 

Many of these infants have other congenital 
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anomalies which add perceptibly to the mor- 
bidity and overall mortality. Nine of the 130 
cases reviewed had severe congenital heart 
defects and eight had a tracheo-esophageal 
fistula. Forty-eight per cent had at least one 
anomaly exclusive of the imperforate anus. 
One infant had ten anomalies. 
Diagnosis 

The Type II and III anomalies should be 
discovered immediately by routine new-born 
examination. Discovery of Type I anomalies 
depends upon the degree of stenosis present 
and for that reason they are noticed at varying 
periods of time following birth. Difficulty in 
defecation, passage of ribbon like stools, and 
abdominal distention may lead to this diag- 
nosis. Unfortunately diagnosis of Type IV 
malformations is often delayed by the presence 
of a normal anus, Signs of intestinal obstruc- 
tion may be the first indication that this type 
exists. 

Passage of meconium or air through the 
vagina or urethra, or through abnormal peri- 
neal openings is evidence of the presence of a 
fistula and suggests the location. In a male 
child, the urine should always be examined 
for meconium and when the Type III anomaly 
is present, a recto-urinary tract fistula should 
be strongly suspected and searched for. 
Probing or injecting external openings with 
contrast media aid in determining the level of 
the rectal pouch. 

Roentgenograms taken in the inverted posi- 
tion as described by Wangensteen and Rice? 
are helpful in determining the termination of 
the bowel. One must consider, however, that 
it might be 24 hours before the gas would 
traverse the bowel. Therefore, roentgenograms 
before 24 hours might not be accurate. Curtis 
and Kredel? reported gas reaching the ter- 
minal bowel by 15 hours. Massage of the ab- 
domen was used by Lee to help the gas reach 
the terminal bowel more quickly. Tenacious 
meconium in the terminal bowel may also pre- 
vent the gas from reaching the end of the 
rectal pouch. Other important methods are in- 
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jection of opaque media into fistulas and distal 
colostomy segments, cystography, and urethro- 
grams. 

Treatment 

The majority of the Type I anomalies are 
treated satisfactorily by repeated dilatations. 
Cruciate incisions are required to perforate 
the thin diaphragm in Type II. A strong word 
of caution must be injected here against the 
blind “stab” procedure that has been done so 
many times with the hope that this would open 
up an adequate anal passage. This does 
nothing but wreck the small perineum and 
cause serious damage to the urethra and im- 
portant pelvic nerves. There is absolutely no 
place for this procedure in the treatment of 
imperforate anus. Where a thin membrane 
exists the dark meconium can be seen to cause 
a bulge in the anal area. This should be gently 
incised or excised but never “stabbed”. 

Type III cases require a very careful evalua- 
tion pre-operatively and a definite plan of 
treatment before operation is begun. Emphasis 
must be placed on the determination of the 
distance of the blind end of the rectum from 
the skin, and the presence of associated ano- 
malies and fistulas. It is not necessary that 
operation be carried out in the first few hours 
of life but a full 24 hours may be used to 
evaluate the patient. 

Repair can be done satisfactorily through a 
perineal approach if the blind end of the 
rectum is 1.5 cm. or less from the anal skin. A 
urethral catheter should always be inserted 
pre-operatively to aid in identification of the 
urethra so that damage to it can be avoided. 
A longitudinal incision is made over the anal 
dimple. The anal sphincter is transected in the 
midline and the terminal rectum identified, 
mobilized, and sutured to the skin without ten- 
sion. If there is an associated low-lying recto- 
perineal or recto-vaginal fistula, the fistula can 
be mobilized and brought out through the 
anal incision. Definitive correction is some- 
times delayed if the fistula is large and ade- 
quate for evacuation. 

In 1948, Rhoads, Piper, and Randall® de- 
scribed a one-stage abdomino-perineal opera- 
tion for cases not suitable for correction by 
the perineal approach alone. This procedure 
has been used widely and effectively and has 


done much to improve the operative results 
on certain of the Type III and IV anomalies 
It has been used to greatest advantage in the 
(a) Type IV cases, (b) the Type III cases 
with a rectal pouch above 1.5 cm., and (c) all 
Type III cases with a recto-urethral or recto- 
vesical fistula and with high-lying recto-vaginal 
and recto-perineal fistulas. The operative de- 
tails are well described by Rhoads et al,® 
Potts,6 Kiesewetter,? and Gross.* The ad- 
vantages of this procedure are: 

1. Repair of imperforate anus and resection 
of associated fistulas is accomplished in 
one stage. 

Recurrence rate of recto-urinary fistulas 
is greatly reduced. 

3. The anal sphincter is dilated and pre- 
served. 

Damage to pelvic nerves followed by neuro- 
mus:ular weakness is a possible disadvantage. 

Transverse colostomy is indicated in infants 

weighing less than 6 pounds, in those with 
some other severe anomaly, and in those ap- 
pearing in poor condition at birth. Definitive 
correction can be made when the child is older 
and is a better operative risk. Mayo and Rice® 
advocate careful technique and separation of 


the two barrels of the colostomy well enough 
to avoid distal loop trouble such as impacted 
feces, barium concretion, prolapse, or retrac- 
tion. 


Results of Treatment 

Results of treatment will be directly pro- 
portional to the accuracy of the pre-operative 
evaluation, plan and choice of procedure, care- 
ful technique, and post-operative care and 
follow-up. Blind probing of the perineum, 
perineal dissections without first locating as 
accurately as possible the rectal pouch, and 
attempts to suture an inadequately mobilized 
rectum to the perineal skin will all result in 
unnecessary scarring. Scar formation in the 
perineum makes future correction most diffi- 
cult and establishment of normal bowel func- 
tion almost impossible. 
Case 1. J. B. was a 7 year old white male child first 
seen in May, 1957. There was a history of imperforate 
anus at birth with establishment of a passageway 
through a perineal operation. At 6 months of age it 
was noted that feces and gas were passed through the 
urethra. The parents were advised that operative cor- 
rection was necessary but this they refused. Since 
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then the urethra had become obstructed with fecal- 
iths and all urine and feces were passed per rectum. 
The patient was a pale child who appeared some- 
what retarded physically. There was a moderate 
stricture of the anus. There were fecaliths in the pen- 
ile urethra, the largest measuring 3 cm. in diameter. 
4 low recto-urethral fistula was demonstrated 
roentgenographically. Because the fistula was just be- 
low the skin, it was resected through a perineal ap- 
proach. A supra-pubic cystostomy, ano-plasty, and 
removal of urethral calculi were done at the same time. 
It was necessary post-operatively to do a transverse 
colostomy because of infection in the perineal wound. 


This has been closed subsequently. 


This child now has good bowel control, fair urinary 
control and has begun school for the first time. Be- 
cause of the low-lying location of the fistula it is be- 
lieved that it probably resulted from damage to the 
urethra at the time of the original operation. Had it 
existed at birth, it could have been removed by 
utilizing the abdomino-perineal approach. This ap- 
proach would have allowed normal bowel wall to be 
brought down by the urethral stump of the fistula, 
thus making recurrence more unlikely. 

Careful follow-up and constant surveillance until 

the child reaches adolescense is necessary in order to 
obviate many of the evacuation problems that these 
children might encounter. This was well demonstrated 
in the following case. 
Case 2. J. P. was a 10 year old colored female who 
was noted to have a protuberant abdomen when she 
was seen in the heart clinic for a sinus arrythmia. 
History revealed that she had had correction of im- 
perforate anus at birth. At the age of 6 years a recto- 
vaginal fistula was repaired. During the year prior to 
her visit here she had had difficulty with evacuation 
and soiled her clothes frequently. She presented pro- 
tuberant abdomen with a large colon containing much 
feces. A rectal stricture was found and a diagnosis of 
acquired megacolon was made. She was admitted to 
the hospital and it required 2 weeks to evacuate the 
colon with enemas, a liquid diet, and oral dioctyl 
sodium sulfosuccinate (Colace). Anal dilatation was 
done twice a day. At the time of discharge the colon 
was completely evacuated and the anal stricture much 
improved. 

The mother was instructed in daily dilatations, 
daily enemas to be progressively decreased in fre- 
quency, cathartics as needed, and a diet rich in hydro- 
scopic agents which would make the stools softer and 
easier to pass. A public health nurse was instructed 
in this program and was to visit the child at regular 
intervals. Periodic follow up clinic visits were ar- 
ranged. On this definite type of program, the child 
has done well, having normal bowel movements with 
no soiling of her clothes. No more fecal impactions 
have occurred. This result brings out the value of 
close follow up in these children. 

Case 3. C. L. is a 2 year 9 months old white male 
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child born with an imperforate anus and recto-urethral 
fistula. There were numerous congenital malformations 
of the ribs and vertebrae as well as bilateral inguinal 
herniae, club foot, and congenital dislocated hip. 
Proper diagnostic methods were utilized and repair 
of the imperforate anus and resection of the recto- 
urethral fistula were done. The surgeon elected the 
perineal approach because the blind end of the rectum 
and fistula was only 1 cm. above the anal skin. A good 
result was obtained although there was some retraction 
of the rectum. 

This child had excellent post-operative follow-up 
by the doctors and parents. The parents were very 
conscientious m dilating the anus and avoiding con- 
stipation which might lead to fecal impactions. Re- 
cent examination revealed a soft, pliable anal orifice 
with no evidence of stricture or acquired megacolon. 
Sphincter tone is poor but it is hoped that the child 
will be able to utilize the gluteal and levator ani 
muscles for bowel control. This case well demonstrates 
the good result that can be obtained when proper 
treatment is instituted and continued. 

Conclusions 

It must be concluded that inadequate initial 
treatment will give poor results. Imperforate 
anus is associated with a high incidence of 
fistulas and other anomalies and careful pre- 
operative evaluation must be done to detect 
the presence of these and to determine the 
distance of the blind end of the rectum from 
the anal skin. A definite plan must be formu- 
lated before operation is begun and the 
abdomino-perineal approach should be se- 
lected in certain cases. Transverse colostomy 
has its place in infants weighing less than 6 
pounds, in those showing evidence of other 
anomalies, and in those appearing in poor con- 
dition at birth. A careful follow up until the 
child reaches puberty will avoid many un- 
pleasant sequelae. 
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THE INSURANCE INDUSTRY’S ROLE IN 
SERVING THE HEALTH CARE FIELD 


ENNION S. WILLIAMs, M. D. 
Vice-President and Medical Director 
The Life Insurance Company of Virginia 


ealth care of the American people in- 
H volves prevention, diagnosis and treat- 
ment of sickness and the rehabilitation 
of the patient. The insurance industry makes 
no attempt to sell medical care, or to control 
those who provide such care. It is a mechanism 
by which people can buy protection against 
an unforeseeable cost which might occur at 
an inconvenient time. This type of coverage is 
referred to as indemnity insurance, in that it 
provides compensation for a loss. It works 
best when it neither encourages nor dis- 
courages care as given by hospitals and physi- 
cians. By confining its activities to the payment 
of indemnities after service has been rendered 
the insurance industry abstains from any at- 
tempt to interfere with the free choice by the 
patient in choosing his physician or his hos- 
pital. 

The insurance mechanism has certain funda- 
mental principles. Insurance works best when 
it covers an infrequent large loss as opposed 
to frequent small losses. The cost of handling 
the frequent small becomes  dis- 
proportionate. A hazard to be insured against 
should be an unexpected and undesirable one, 
the occurrence of which should be beyond the 
control of the person insured. Illness, to a cer- 
tain extent, is subjective. People do not seek 
medical care to the same degree. Health in- 
surance, therefore, does not entirely meet these 
fundamental requirements and _ principles. 
Within the bounds of these limitations, health 
insurance is subject to abuse and over-use. 
The insurance policies define certain limits 


losses 
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able. It is the medical profession that has, to 
a major extent, controlled the degree of suc- 
cess the voluntary plans have had. The avoid- 
ance of compulsory insurance, with medical 
care under governmental control, depends on 
continued cooperation of physicians, and on 
the insurance companies’ ingenuity in devising 
plans considered reasonable by both physicians 
and the public. It is in this endeavor that the 
industry welcomes opportunities such as this 
to discuss what we think is a mutual problem. 
Growth of Health Insurance 

There has been a spectacular rise in hospital, 
surgical and medical expense protection dur- 
ing the past fifteen years, Since 1940 the num- 
ber of persons with hospital expense protection 
has increased from 12 million to 115 million. 
The other health insurance forms have grown 
in similar fashion, surgical expense protection 
from 5 million to 101 million and medical ex- 
pense coverage from 3 million to 64 million at 
the end of 1956. 

Hospital expense coverage written by in- 
surance companies represented 53 per cent of 
the total, Blue Cross 43 per cent and in- 
dependent plans the remaining 4 per cent. 
These independent plans include industry 
sponsored health care, college health plans 
and plans offered by group clinics. 

There was a total of 63 million persons with 
insurance company surgical expense protection 
at the end of 1956. This figure was 57 per cent 
of the total. 

Blue Shield led the field in regular medical 
expense protection, accounting for 49 per cent 
of the total, with insurance companies pro- 
viding 43 per cent. 

The type of insurance we refer to as major 
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medical expense insurance is designed to re- 
duce the impact of the great costs of serious 
or prolonged illness. Generally speaking, these 
plans are broad in scope and cover a wide 
range of expense, regardless of whether they 
are incurred in the hospital, the physician’s 
office or in the home. At the present time, this 
is the fastest growing type of insurance. Be- 
ginning in 1950, this type of insurance 
probably covers over 10 million persons at the 
present time. 

The oldest form of health insurance is that 
against loss of income due to sickness and 
accidents. This insurance is intended only for 
the income producer to provide him with 
funds when his earning power is cut off due 
to disability. There were approximately 30 
million wage earners with this type of pro- 
tection covered by insurance companies. 

Another measure of the role of insurance 
companies in paying for the cost of medical 
care is the amount of benefits paid. $3,640,000,- 
000 was paid by insurance organizations in 
1956. Of this, over 2 billion was paid in claims 
by insurance companies. 

Aside from the types of insurance already 
mentioned, other forms of insurance contribute 
toward paying the cost of medical care. The 
proceeds of life insurance often pay the ex- 
penses of a person’s last illness, Some 5 million 
persons carry personal accident insurance, 40 
million workers are covered by Workmen's 
Compensation, but we cannot include this in 
the voluntary column, as it is required by law. 
Personal liability insurance benefits help pay 
the cost of some accidents. 

Evolution of Health Insurance 

The history of health insurance is a long 
one. Forerunners of this type of insurance be- 
gan over 100 years ago. Insurance against ac- 
cidental injuries occurring in travel was writ- 
ten about 1850. In 1890 companies began in- 
suring against sickness as well as accidental 
injuries. Insurance against the cost of hospital 
care had its beginnings in the early 1900s, but 
did not become popular until the depression 
beginning in 1929. Development at this time 
was greatly stimulated by the Blue Cross 
movement. During the depression, hospital, 
like physicians’, collections were at a low ebb. 
This movement did much to improve the sta- 
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tus of the hospitals. Insurance companies until 
this time gave more emphasis to policies 
covering loss of income rather than insurance 
against the cost of medical care. It was during 
the thirties and forties that insurance com- 
panies insured large numbers of persons 
against hospital expense by adding this feature 
to existing group life and disability insurance. 
Through this mechanism insurance companies 
made their greatest contribution in spreading 
health insurance. 

Since World War II there has been marked 
growth in individually sold health insurance. 
This has helped to cover a segment of the 
population not readily enrolled by the group 
mechanism. It has been an accomplishment of 
the American agency system. Millions of per- 
sons would not have health insurance cover- 
age if it were not for the sales effort of this 
agency system. 

Problems of Individual Insurance 

Individual insurance, however, presents 
many problems that group insurance does not 
encounter, The marketing cost is necessarily 
higher. The problem of selection is an im- 
portant one. If there were no selection a person 
would be inclined to postpone buying a policy 
until the need for hospitalization or for medi- 
cal care was imminent. A nominal frequency 
of what we call “anti-selection” can throw out 
of balance the relationship between premium 
income and claim payments. This process is 
not necessarily fraudulent. Many applicants 
are quite naive about it. Sometimes an ap- 
plicant is asked why he wishes to buy a hos- 
pital policy and he will reply, quite frankly, 
that he has been advised to have an operation. 
Individual policies have provisions eliminating 
payment for pre-existing disease, waiting 
periods before payment for maternity benefits 
and sometimes riders waiving payment of 
claims for certain existing defects. 

Administration of claims involving these re- 
strictions is based on written proofs completed 
by physicians. Insurance companies are in a 
position to know that the attending physicians 
call the signals in the health insurance game. 
The success that this voluntary insurance 
enterprise has had is due to the cooperation of 
the medical profession. Often this responsibil- 
ity has been a burden and carried out in spite 
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of pressures from the patient—the policy- 
owner—to present the claim in a slanted fash- 
ion. It is under these circumstances that the 
physician may compare health insurance to the 
young high school student working a problem 
in chemistry laboratory, mixing solutions, spill- 
ing it over the counter, his apron and the floor. 
The instructor on viewing the situation says, 
“Son, are you a part of the solution or a part 
of the problem?” 

These pressures are sometimes quite in- 
genious. In order to remove maternity re- 
strictions the suggestion may be made that a 
mole be removed during the hospital stay and 
that such be considered the reason for the ad- 
mission. There is the case where an appendix 
is removed during a cesarean and the opera- 
tion listed as an appendectomy. Claim has 
been made for a cystocele operation under a 
policy that did not cover disorders of the 
female genital tract. Argument was presented 
that this was a bladder operation. 

Problems of Insurance 

Of more concern to the insurance industry 
are the problems of a broader nature, criticisms 
that fall under the following headings— 

1. Burden of paper work too great. 

2. Hospitals are unable to establish extent 
of benefits at time of admission for credit 
purposes. 

Encouragement of unnecessary hospital- 
ization. 

. Too much emphasis on small claims that 
entail high overhead. 
Insufficient protection against catastro- 
phic expense. 
Surgical fee schedules—unrealistic or in- 
equitable. 

These are by no means all of the problems 
but they are typical and may be used as a 
basis of discussion. What can and what is the 
industry doing? 

In 1946 there were conferences between the 
American Medical Association and representa- 
tives of the industry to discuss proposals for 
compulsory federal health insurance. It was 
apparent that there was no accurate informa- 
tion available regarding the extent of voluntary 
insurance against the cost of illness. It was at 
this time that the Health Insurance Council 
was formed. One of its primary accomplish- 


ments has been the completion, publication 
and distribution of an annual survey of the 
Extent of Voluntary Health Insurance Cover- 
age in the United States. The survey has been 
used extensively in subsequent Congressional 
hearings. This Council also concerned itself 
with the formation of Hospital Admission 
Plans; the purpose being to certify hospital 
payments at time of admission rather than at 
the time a claim was presented after discharge. 
It began the long arduous task of devising 
uniform claim forms satisfactory to the hos- 
pitals, the medical profession, and some 800 
companies. During the past 10 years it has 
concerned itself with certain technical aspects 
of the business such as the payment for blood 
used in blood transfusions, the relationship 
between hospitals and physicians with regard 
to the payment for the services of radiologists, 
pathologists, and  anaesthesiologists, the 
nomenclature used in surgical schedules, in- 
suring those in the older age group, insuring 
the substandard risk, covering the cost of 
dentistry, etc. 
Major Medical Insurance 

It fell to the lot of the actuaries of a few of 
our large companies to devise a plan that 
would attempt to solve some of the other prob- 
lems. They developed the type of insurance 
referred to as major medical or comprehensive 
medical insurance. Such coverage may be 
divided into two sub-classes. The most popular 
at present is a supplemental plan which is im- 
posed on top of existing basic hospital and sur- 
gical insurance. This type has a rather high 
deductible—around $500. The other is refer- 
red to as basic major medical or comprehensive 
medical insurance. This is designed to replace 
basic health insurance but uses a low deduct- 
ible—in the range of $50 to $100. Both of these 
plans cover medical care in the home or office. 
This eliminates the pressure for hospitalization. 
There is no fee schedule. Provision is made for 
the payment of reasonable or usual charges. 
These plans can have high ceilings, in the 
neighborhood of $10,000, to cover catastrophic 
costs. There is also a co-insurance feature re- 
quiring the patient to pay a_ percentage, 
usually 20% or 25%, of the bill over the de- 
ductible. This is an attempt to retain some 
customer responsibility and forestall unreason- 
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able demands for service. 


The lack of a fee scale places great confi- 
dence in the medical profession to charge the 
usual fee, in spite of the existence of the in- 
surance. The surgical scales in the traditional 
types of surgical insurance have been a source 
of irritation to the profession and understand- 
ably so. Although scales have been designed 
at times to cover only a portion of the sur- 
geon’s usual fee, some patients have assumed 
that the payments should cover the whole fee. 
It has been difficult to maintain a proper rela- 
tive value between the fees for the operations 
in the various surgical specialties. The method 
used by major medical in eliminating the fee 
schedules should solve some of the problems 
but many students of the subject, including 
many members of the medical profession, point 
out that this method could have an inflationary 
effect on medical charges. If it does, this type 
of insurance could become too expensive to be 
saleable. It is largely because of this possibility 
that the president of the American Medical 
Association has urged the industry to explain 
the mechanism of this insurance to state and 
local medical groups. The Health Insurance 
Council has organized state committees to 
work with hospitals and medical groups to 
find ways of making health insurance work on 
a voluntary basis. 


Healthy Competition 


It has been stated that the Health Insurance 
Council has the purpose of supplanting Blue 
Cross and Blue Shield. A few weeks ago I had 
lunch with an outstanding actuary who is now 
president of the Health Insurance Association 
of America. We were discussing the future of 
health insurance. He remarked that the in- 
dustry had great stake in the success of Blue 
Cross. If the 50 million persons now covered 
by Blue Cross should lose their benefits, the 
insurance industry could not possibly sell them 
insurance before there would be a public de- 
mand for the government to step in. The re- 
verse is also true. Most group insurance is in- 
timately inter-woven with disability and re- 
tirement pensions by union negotiations and 
it would be a tedious and complicated task to 
rewrite it, using a standardized plan. 


There is, at the present time, active and 
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healthy competition between the insurance 
companies, as well as between the insurance 
industry and the Blue Cross. Some people are 
impressed by the distinction between profit 
and non-profit plans. The largest insurance 
companies are the mutual companies. These 
companies strive to operate at a profit, but the 
profit accrues to the policyowner. Stock com- 
panies operate on capital subscribed to by 
stockholders, who share the risk and the profit. 
I don’t believe the citizens of either your state 
or my state are ready to say that the capital- 
istic system is all wrong. One’s reaction will 
often depend on the way a case is presented. 
Effective communication can be a tricky pro- 
cess. 


It is somewhat like the fellow who came 
home and told his wife, “My dear, when I look 
into your face, time stands still.” He com- 
municated very successfully. 


The other fellow who came home and tried 
to communicate the same idea, said “My dear, 
your face would stop a clock.” He didn’t get 
his idea across. 

The one idea we want to convey is that there 
should be a common interest between the 
medical profession, the Blue Cross, and the 
insurance industry. It is the preservation of the 
voluntary way, with free choice by the in- 
dividual. If we can solve minor technical diffi- 
culties, I believe we can work together to reach 
the greater ultimate goal. 

If we cannot, we may continue to see the 
trend toward lay-directed medical care, union- 
operated plans, and further extension of gov- 
ernment-sponsored medical care. 

Final Note 

There is just one more criticism of health in- 
surance that I would like to mention, and con- 
cerning this one, we are definitely not on the 
defensive. This is the implication that insur- 
ance does not control or contribute to the qual- 
ity of medical care. The insurance industry 
emphatically adopts the position that it is not 
qualified and has no mission to control the 
quality of medical care. This is the prerogative 
of the medical schools, state licensing boards, 
and medicine itself, as represented by societies 
such as this. May it remain in these good 


hands. 
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Case Record—During the week prior to his admission 
to the hospital a 57 year old civil engineer experienced 
an attack of dizziness and headache with impairment 
of sensation in the left upper extremity, followed sev- 
eral days later by an episode of substernal pain. The 
latter symptoms had come on at night following a 
large meal, had persisted for several hours, and re- 
curred the next morning. The patient could recall no 
similar symptoms in the past although he acknowl- 
edged a family history of coronary and cerebral vascu- 
lar disease with premature death. 

Because of continued chest pain an electrocardio- 
gram was made which revealed right bundle branch 
block with depression of S-T segments in some pre- 
cordial leads and other indications of acute myo- 
cardial infarction. Corroborative evidence of this diag- 
nosis was obtained in elevated values of the patient’s 
serum transaminase, white blood cell count and 
sedimentation rate, together with the low grade fever 
and a transient pericardial friction rub observed dur- 
ing his hospital stay. 

An electrocardiogram recorded on a routine re- 
examination of the patient six months later showed 
the same conduction abnormality. Except for some T 
wave changes in the direction of normal it was un- 
changed from the one illustrated here, made seven 
days after the onset of his chest pain. 
Electrocardiogram—The most obvious abnormality is 
a widening of the QRS complexes to 0.12 sec. They 
are variously slurred or notched in most leads, being 
entirely upright deflections in V-1 and having K waves 
of markedly decreased amplitude in V-6. Deep Q 
waves having a width of about 0.04 sec. are present 
in leads III and aVf. The T waves are small or iso- 
electric in leads from the extremities but are sym- 
metrically inverted in V-5 and V-6. 

Normal P waves throughout with P-R intervals of 
0.16 signify a normal sinus rhythm. 
Discussion—Transmission of the excitation impulse 
from the A-V node to the ventricular musculature is 
normally accomplished by means of the bundle of 
His, its branches, and their ramifications. These tiny 


bands of conduction tissue, having rates of trans- 
mission far in excess of those of ordinary myocardial 
tissue, bifurcate below the A-V node into the right 
and left bundle branches which traverse the inter- 
ventricular septum on the two sides and end in arbor- 
izations in the subendocardial layers of the outer walls 
of the right and left ventricles. Along the way the left 
bundle gives off a small branch to the interventricular 
septum itself so that this area of ventricular muscula- 
ture is normally activated first, in a direction from left 
to right through the septum, accounting for the 
familiar Q waves of septal activation normally seen in 
leads from the left side of the heart. 

Anywhere along these conduction pathways trans- 
mission of the impulse may be delayed or blocked 
completely because of either some disturbance in 
physiology of the conduction tissue or, more commonly 
perhaps, a pathologic abnormality of structure. A 
block occurring in one of the main bundle branches 
is designated as right or left bundle branch block 
according to which side is blocked, while one located 
in a terminal branch is commonly referred to as an 
arborization block. Usually a block in one of the 
bundles is complete and permanent; occasionally it 
may be intermittent, affecting some beats and not 
others, or occurring only at certain times. Or trans- 
mission of the impulse may be only slowed down or 
delayed in one of the bundles, in which case in- 
complete bundle branch block is said to exist. In any 
event, the excitation wave ultimately reaches and 
spreads out through the walls of both ventricles evok- 
ing a mechanical contraction which is not appreciably 
impaired by the circuitous route the impulse may 
have followed to get there. Hence bundle branch block 
is entirely an electrocardiographic diagnosis. 

The two main criteria for diagnosis of right bundle 
branch block are: widening of the QRS complexes (to 
0.12 sec. or more for complete block, or 0.10 to 0.12 for 
incomplete block according to accepted standards), 
and a delay in activation of the right ventricle. Other 
changes do occur which are characteristic and helpful 
in identification of the conduction abnormality but 
these are the sine que non for the diagnosis. The 
ventricular complexes (customarily referred to as QRS 
although of course they need not necessarily be com- 
posed of Q, R, and S waves in any given lead) are 
widened because the impulse must take a circuitous 
route around the block in the right bundle branch, 
either going down the opposite normal bundle and 
activating the left ventricle first and then spreading 
back to stimulate the right ventricle as has been 
popularly believed, or perhaps escaping from the 
blocked bundle altogether and coursing through the 
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myocardial tissue itself at its slower rate of trans- 
mission as some studies have suggested. In either 
event, instead of the virtually simultaneous stimula- 
tion of both ventricles which normally requires no 
more than 0.08 or 0.10 sec. a delay is imposed on the 
right side and the total time required for ventricular 
depolarization is prolonged, sometimes reaching as 
much as 0.18 sec. The same delay is displayed more 
specifically in leads from the right side of the heart 
where the intrinsicoid deflection denoting activation 
of the right ventricle occurs later in the cycle. Here 
it is seen best in V-1 (although in some cases special 
leads such as V;R must be taken further to the right 
to observe this, depending on individual differences 
in position of the heart) which shows an interval of 
0.10 sec. between onset of the QRS and peak of the 
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tall R prime wave, as against a normal activation time 
which ranges from 0.015-0.035 sec. In right bundle 
branch block this interval is .06 sec. or more. 

Other abnormalities occur in the QRS complexes 
when the right bundle is blocked. A lead such a5 V-1 
or V:R generally shows an initial R wave due to nor- 
mal activation of the interventricular septum, fol- 
lowed by a downward S wave which may be only a 
small notch and coincides with the spread of the 
stimulus to the left ventricle, followed by a second 
and unusually tall R wave designated as R prime. Its 
amplitude is increased because it represents depolar- 
ization of the right ventricle which occurs later than 
normal and is consequently unopposed by the usual 
concurrent forces of opposite direction in the left ven- 
tricle. The same potential appears with opposite polar- 
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ity as wide-slurred § waves in leads such as V-6 and 
aV1 from the left side of the heart. But here the 
intrinsicoid deflection occurs at a normal time because 
the left ventricle is being activated in a normal man- 
ner. 

Bundle block also 


alterations in the S-T and T wave components. It is 


branch produces secondary 
important to note that these abnormalities which can 
be rather conspicuous at times are secondary to aberra- 
tions in the process of depolarization and hence do not 
in themselves imply any derangement in the physiology 
of the myocardium. The devious and prolonged course 
of depolarization inevitably alters the pattern of re- 
polarization in the ventricles, perhaps allowing the 
latter to begin in some areas before the former is com- 
pleted causing the S-T segments to appear displaced 
above or below the baseline. Unless infarction or some 
other active disease of the myocardium is also present, 
this displacement, if evident at all, is usually a down- 
ward one and the T waves are inverted in leads over 
the side of the heart which is blocked. As a raatter of 
fact, bundle branch block tends to reverse the T waves 
in all leads so that they are in a direction opposite to 
the main deflection (i.e., the widest deflection) of the 
QRS complexes. That such is not the case in this pa- 
tient’s tracing, showing T waves which are upright 
over the right precordium and inverted over the left, 
suggests that the conduction abnormality is probably 
accompanied by some disease involving the myo- 
cardium as well. 

In making the diagnosis of any type of bundle 
branch block one must always observe carefully the 
P waves and P-R intervals to determine that con- 
duction above the ventricular level is normal or that 
the impulse is actually reaching the A-V node or is 
arising no lower than the bifurcation of the His 
bundle. Should the pacemaker be located in one of 
the ventricles as it is in an idioventricular rhythm the 
ventricular complexes will closely resemble those of 
bundle branch block because the route of transmission 
at this level is similarly aberrant. On the other hand, 
impulses from a pacemaker situated in the A-V node 
or above, whether the atrial rhythm is normal or not, 
will be transmitted down the bundle of His and its 
branches thereby revealing any block in this con- 
duction system. 

Myocardial infarction can usually be suspected or 
diagnosed with considerable certainty in the presence 
of right bundle branch block, probably because nearly 
all infarctions involve primarily the left ventricle and 
stimulation of this area of the heart through the intact 
left bundle remains unimpaired. Infarction of the 





anterior wall is manifested by diminution or loss of 
R waves in precordial leads, while one involving the 
septum may result in disappearance of the small R 
wave of septal depolarization. Posterior (including 
diaphragmatic) infarction is usually best displayed in 
leads III and aVf, and lateral wall involvement in 
leads such as V-6, 7 or 8 recorded from the left lateral 
wall—both evident in this patient’s tracing. The S-1 
and T wave abnormalities produced in the acute stage 
of infarction must be evaluated with consideration 
of what the defect in conduction does to these seg 
ments of the electrocardiogram. 

Bundle branch block itself may be a manifestation 
of infarction, as it probably was in this patient. As 
such it is more commonly associated with posterior 
than anterior infarcts because most of the blood sup- 
ply to the A-V node, the bundle of His and _ its 
branches, is derived from the posterior (right) cor- 
onary artery. 

The differentiation of right bundle branch block 
from right ventricular hypertrophy by means of the 
routine 12 lead electrocardiogram can be difficult at 
times. In this the technique of vectocardiography has 
been demonstrated to be of real clinical usefulness. 
Several generalizations, however, facilitate this differ- 
ential diagnosis in conventional tracings. Ordinarily 
the QRS interval is less than 0.12 sec. and there is 
less delay in depolarization of the right ventricle (only 
about 0.03-0.05 sec.) when hypertrophy alone is pres- 
ent. Also in this condition a lead such as V-1 over the 
right ventricle will usually show a QR complex or a 
simple upright R wave rather than the notched or R, 
S, R prime deflections which are characteristic of right 
bundle branch block. A very tall R prime wave here 
on the order of 15 mm. or more, suggests both hyper- 
trophy of the right ventricle and right bundle branch 
block. But recourse to the patient’s clinical findings 
may provide the most conclusive answer. 

Right bundle branch block is a relatively common 
electrocardiographic abnormality and is generally con- 
sidered to be of less ominous significance than left 
bundle branch block. Transitory forms of it are some- 
times seen in acute myocarditis, in pulmonary embol- 
ism or any condition which places unusual stress on 
the right ventricle, as well as in coronary disease 
Occasionally it is seen in ostensibly normal hearts 
where it may represent a congenital anomaly of 
conduction. A permanent block can result from a 
lesion of minute size which escapes detection at 
autopsy examination. Like most conduction defects, 
bundle branch block is_a non-specific abnormality 
but one which almost always denotes organic heart 
disease. 
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PATHOLOGICAL CONFERENCE‘ 


HISTORY: This 13 year old colored girl was ad- 
mitted to the hospital from the clinic with a history 
of intermittent episodes of peri-umbilical pain, nausea 
and vomiting of approximately four months duration. 
She was also found to be anemic. Treatment in the 
clinic with Dramamine, had resulted in cessation of 
vomiting and improvement in the pain. She was ad- 
mitted to the hospital for a comprehensive workup. 
The physical examination was essentially negative 
Laboratory 
studies revealed that the patient had a hypochromic 
microcytic slight 
erythroid hyperplasia of the bone marrow and the 


except for pale mucous membranes. 


anemia, normal gastric acidity, 
following types of hemoglobin by electrophoretic de- 
termination: Hbg. S-11%, Hbg. A-89%, Hbg. F- 
0.71% (Alkali denaturation). Two examinations of 
the upper gastrointestinal tract by x-ray revealed 
hypertrophic rugal folds. Sigmoidoscopic examination 
was negative as were barium enemas. The urine was 
negative for porphyrins. On the 14th day of iron 
therapy the hemoglobin was 7 gm. with a reticulocyte 
count of 3.7. The hemoglobin determinations on ad- 
mission were in the vicinity of 4.5 gm. with 2.8% 
stippled erythrocytes. Lung fields were clear on x-ray 
examination and no abnormalities were noted except 
for bilateral cervical ribs and sacralization of the 
transverse process of L-5. Tuberculin test (PPD first 
strength) was negative at 24, 48 and 72 hours. After 
an 18 day hospital stay the patient was discharged on 
an ulcer type regimen with a final diagnosis of hypo- 
chromic anemia and hypermotility and congestion of 
stomach. 

She was again admitted to the hospital two months 
later. She had done well for two weeks following dis- 
charge but then began having headaches, generalized 
migratory muscular pains, nausea, vomiting, anorexia, 
low grade fever, generalized weakness and malaise. 
She had been seen about one week previous to this 
admission in the emergency room and found to be 
lethargic, emaciated and extremely pale. A left in- 
guinal lymphadenopathy was noted as well as 
questionable cardiomegaly. On rectal examination a 
hard tender 1-2 cm. nodule was found attached to 
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the uterus in the left lower quadrant. She was seen 
subsequently in the Gynecology Clinic and a firm 
3 x 3 cm. mass was palpated in the posterior cul de 
sac. Culdoscopy was unsuccessful. 

On admission she had fever of 101° F. and she 
was poorly nourished and in acute and severe distress. 
Her skin had poor turgor. There was limited expansion 
of the chest and the respirations were rapid and shal- 
low and labored at 72 per minute. Breath sounds were 
decreased and coarse with some dullness over both 
bases and questionable rales. The heart did not ap- 
pear enlarged and there was a strong PMI in the 5th 
left intercostal space within the mid-clavicular line. 
Rate - 136, BP 120/64. Grade I systolic murmur. The 
abdomen was soft and flat. The liver was down 5 cm. 
and tender. Active peristalis was detected. A 3 x 3 cm. 
firm movable mass was present in the left lower quad- 
rant of the pelvis A 3 x 3 cm. firm tender movable 
mass was noted in the posterior cul de sac. 

Laboratory Data: Urine-yellow, acid, Sp. Gr. 1.018, 
Alb. 0, Sugar 0, Acetone 0, WBC 2-3, RBC 0, CBC- 
Hbg. 5.5, RBC 2.95, WBC 23,000, Lymphs 29, Monos 
1, Polys 70, Non fil (7). VPC 21, Retic. 1.2 Stool- 
occult blood ++++. BUN 17 mg per 100 ml., 
Blood sugar 118 mg. CO. 60. Coombs negative. L. E. 
Prep. Negative. Blood culture—Negative. Negative 
tuberculin—O. T. 1:1000, Negative at 24, 48 and 
72 hours. O. T. 1:100—Negative at 24 hours. 

Course: The patient was given digitalis, placed in 
oxygen and given massive antibiotic therapy. On the 
second hospital day she was given a 500 ml. trans- 
fusion of whole blood. Repeat chest films one week 
after admission showed much more lung infiltration 
than had been present on admission. There was little 
or no improvement at any time and on the seventh 
day the patient began having increasing respiratory 
difficulty and within ten minutes expired. Patient had 
a low-grade fever throughout this hospital course. 

Dr. Margaret Jenkins (Conducting): Mr. Denham, 
please give us your analysis of the case. 

Student Denham: This child suffered from a 
chronic debilitating disease which in an adult would 
suggest carcinomatosis. Tuberculosis and lupus ery- 
thematosis are other disease processes which have to 
be considered, but the negative PPD and the absence 
of L. E. cells rule against either of these. The degree 
of pulmonary involvement would also be unusual in 
lupus erythematosis. It seems to me that a malignant 
lesion of the gastrointestinal tract, either lymphoma, 
sarcoma or carcinoma would be the most probable 
diagnosis. One of the lymphoma group is most likely 
in a child. The nodule in the pelvis and the progressive 
infiltrative disease in the lung could easily represent 
metastatic foci. The pulmonary findings and the pel- 
vic mass raise the question of tuberculosis with a 
tuberculous salpingitis or abscess, but this does not 
explain the gastrointestinal involvement and neo- 
plastic disease can account for the entire picture. 

Dr. Jenkins: Mr. Forlidas, please continue the dis- 
cussion. 











Student Forlidas: During the first admission, | 
certainly considered sickle cell disease most strongly. 
The muscular pains, headaches, anorexia and anemia 
all seemed to fit, but the S type hemoglobin is too 
low as it should be at least 40% to indicate sickle 
cell anemia. It appears then that the anemia is either 
of iron-deficiency type or from chronic blood loss 
secondary to gastric bleeding. The prominent rugal 
folds, mass in the pelvis and pulmonary infiltration 
cannot be related to sickle cell disease and certainly 
point to lymphoma at this age. It appears that the 
final episode was either bronchopneumonic in nature 
or possibly a manifestation of congestive heart failure. 

Dr. Gadsden: In true sickle cell anemia we would 
expect to find 100% hemoglobin S and in the trait it 
would be around 50% by electrophoretic methods. In 
a child of this age the 0.71% fetal hemoglobin is not 
abnormally high. A level of over 2% indicates a fail- 
ure in hemoglobin synthesis as might occur in a 
severe disorder such as sickle cell anemia or thas- 
salemia. 

Dr. Cheves Smythe: What did the pediatricians 
think about this case prior to postmortem? 

Dr. Jenkinss We thought it was some sort of malig- 
nant process with a terminal bronchopneumonia. 

Dr. Louis Jervey: If the gastric rugae were really 
impressively thickened, it would be more indicative 
of a lymphoma. 

Dr. Charlton DeSaussure: In the initial phases of 
this patient’s clinical course lead poisoning would have 
to be ruled out, but as time passed it appeared less 
likely. 

Dr. Pratt-Thomas: Final Pathological Diagnosis: 
Adenocarcinoma of Stomach with Metastases to Lungs 
and Lymph Nodes. 

Cancer is apt to be considered as a disease of adults 
or older people, but this case emphasizes that neo- 
plastic disease is an important cause of death in chil- 
dren. It is true that malignancies of epithelial origin 
are uncommon in children and the usual neoplasms of 
childhood are those related to brain, bone, kidney, 
lymph nodes and blood. Carcinomas do occur in the 
young with sufficient frequency, however, to neces- 
sitate their consideration as this case graphically 
illustrates. 

Although carcinoma of the stomach is most com- 
monly a disease of late middle age it occurs in the 
second and third decades and I recall two patients 
in their early twenties who died from carcinoma of 
the stomach. It may well be that this is one of the 
youngest cases to be recorded, although I have found 
mention of a case 9 years of age. 

Grossly and histologically it is a characteristic car- 
cinoma of the stomach. Immediately distal to the 
cardio-esophageal junction, and situated primarily on 
the lesser curvature, is an elevated, ulcerated neo- 
plastic mass (Fig. 1). There is an ulcerated furrow 
running through the center and the edges are thrown 
into broad mound-like elevations. The lungs present 
a remarkable picture. They are heavy, firm and full 








Figure 1 

Carcinoma of the upper portion of the stomach in a 
13 year old girl. 

and the pleural aspects are studded with innumerable 
nodular, granular and plaque-like masses of crisp, 
white neoplastic tissue (Fig. 2). On section the pul- 
monary substance was in large part replaced by neo- 
plastic tissue. 


Microscopically the carcinoma cells contain secretory 





Figure 2 
Extensive pleural and pulmonary metastases through- 
out both lungs. 


vacuoles and some assume a signet-ring appearance 
due to the production of mucus. There is no distinct 
gland infiltrates 
through the entire thickness of the stomach wall and 
replaces the substance of regional lymph nodes. There 


formation however. The tumor 


are extensive metastatic deposits within the lungs with 
clusters of tumor cells filling veins and alveolar capil- 
laries. There is also a heavy pneumonic exudate. The 
mass in the pelvic cul de sac is a neoplastic nodule. 
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PEE DEE BULLETIN 

The Pee Dee Medical Association has pub- 
lished a bulletin since 1948 under the able 
direction of Dr. Joseph P. Cain. It has served 
a very useful purpose as a means of informing 
the physicians of the Pee Dee area, and such 
others as are fortunate enough to be on the 
mailing list, of what goes on in medical, legisla- 
tive, and humorous matters. With the February 
1958 issue Dr. Harold S. Gilmore of Nichols 
took over the editorship, replacing Dr. Cain, 
who rests on his laurels of some 10 years’ 
growth. 

This Journal offers its best wishes for a 
happy continuation of the successful career of 
the Bulletin, and wishes the new editor all 
success and a minimum of headaches. 


SPEECH 

An article in a current medical journal is 
headed “Speech Correction for the Busy Phy- 
sician” and while it actually refers to the doc- 
tors’ patients, the title might well offer a glim- 
mer of hope that the physician is to correct 
his own speech. It is probably too much to ex- 
pect, and the struggle would be titanic. Even 
transferring the attempt to writing would be 
almost as difficult. 

Lacking the means of underwriting and pur- 
suing such a project, one might accomplish a 
great deal by quashing new verbal vipers as 
they arise, especially when they arise in the 
halls of science in the hospitals and clinics. A 
particularly horrendous example was heard 
lately when a patient was described as having 
a “Cushingoid” face! Comparison is obvious 
and odious with the term mongoloid for the 
child who resembles a Mongol. If Harvey 
Cushing ever looked like the puffy, moonfaced 
patient with Cushing’s disease, we have been 
misled grossly by all the likenesses extant. 
“Cushingoid” is a term to be defaced. 

However, all literary hope is not lost. In a 
pediatric protocol of recent date there was 
found a pathetic note suitable for an in- 
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scription for a small tombstone. The pro- 
gressively fatal course of the infant’s disease 
was described in staccato telegraphese, but 
the final sentence shed a poetic light on the 
gruesome account, for it said: “She died 
quietly on October 1, 1957, after nine weeks of 
life.” Requiescat in pace. 


WHO IS TO TEACH? 

Last year the Congress appropriated $211 
million for the National Institutes of Health. 
Of this about $53 million went to medical 
schools as research grants. From other sources 
a smaller sum came so that about $75 million 
or more were spent on medical research by 
medical schools Much, if not most, of this 
work was done by men who are either part 
time or full time teachers in medical institu- 
tions. 

The man who is motivated to do investi- 
gative medicine is often also motivated to do 
some medical teaching and vice versa. The de- 
mand for doctors continues to be active, and 
yet the number of medical school graduates 
is barely keeping pace with the increase in 
the population. Personnel to do a large part 
of the $75 million worth of research and to 
staff these programs must be recruited from 
present medical school staffs and from the sup- 
ply of intellectually curious and creative men 
leaving the various training programs. Al- 
though the professional medical school teacher 
is recognized today in keeping with the pro- 
gressive specialization affecting all parts of our 
society, the magnitude of this research com- 
mittment will necessarily increase the need for 
such full time medical school teachers. All 
medical schools are now committed to at least 
a nucleus of full time staff men, The energies 
of these men are going to administer in- 
creasingly complex medical school programs. 
Very large blocks of their time should be given 
to research. If medical teaching is not to suffer, 
medical school staffs must continue to grow, 
that is, if one admits the obvious necessity for 
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clinical teaching. 

One must ask whether American medical 
schools have the intellectual potential to ab- 
sorb with maximal productivity $75 million 
worth of research effort and yet to maintain 
other committments. Successful research re- 
mains the road to glory in academic medicine 
and most sensitive young men ambitious for 
success in this field are acutely aware of this. 
Practically anyone can do some form of re- 
search today. The end result has been a 
tremendous drain on teaching potential in 
many medical schools. Granting that nothing 
produces scholarship so effectively as an 
atmosphere in which research is done, in- 
creasingly one must ask if students are better 
taught because of the existence in their 
proximity of multiple research programs, 
hordes of clinical fellows, rows of laboratories 
into which they seldom venture, and larger 
staffs than in years gone by. The answer to 
this query must often remain in doubt and is 
sometimes negative. As highly desirable as 
the “undifferentiated doctor” may be, a school 
should turn out a product more easily recog- 
nizable as a physician than are men in- 
competent in the clinical setting because they 
have been nurtured on “do it yourself” clinical 
teaching because so much staff time has been 
consumed by laboratory committments. 

Schools need concern themselves with more 
than the financial drain or overhead of research 
programs. Teaching overhead is also high. 
Possibly the answer to this problem is not to 
increase the staff (research programs will not 
decrease and what institutions would dare 
utter such heresy), but to cultivate in clinical 
departments a coterie of men whose primary 
interest remains clinical medicine and whose 
primary medical school duty would be teach- 
ing clinical medicine. The “grosse kliniker” of 
a generation ago served a very useful function, 
and medical schools might well consider the 
cultivation of a modern prototype of these 
great clinical teachers. 

Cheves Smythe, M. D. 


ON MORBIDITY REPORTING 
Recent professional and public interest in 
the spread of a new influenza strain from the 
Orient emphasizes again the important role of 








practicing physicians as the first line of de- 
fense in community protection from major 
communicable diseases. Busy physicians, while 
seeing the vast majority of the seriously ill, are 
ever alert to either pathognomonic or bizarre 
signs and symptoms which may indicate a 
communicable state threatening to the com- 
munity. By pooling our knowledge through 
established channels, we have available to us 
a continuous measure of the health status of 
our community. 

Morbidity reports provide essential facts for 
the profession, and, through us, for the public. 
We must know what diseases are prevalent in 
order to guide our patients intelligently—to 
allay fears engendered by wild rumor, to 
recommend protective measures, to be alert 
for early symptoms and prepared with ade- 
quate prophylactic and therapeutic medica- 
tions, and to advise persons exposed by chance 
or necessity. Periodic reports are the basis for 
necessary epidemiological studies which reveal 
factors associated with the occurrence of dis- 
ease—season, location, age, sex, race, etc. 

On the community level, morbidity reports 
furnish some indication of the degree of im- 
munity present in component groups. They 
enable identification of sources of infection, 
secure health agency assistance in the estab- 
lishment of necessary isolation, quarantine, 
and protection of contacts, and suggest re- 
search needs, sometimes urgently. They are 
an important guide for the expenditure of tax 
funds for public health measures. 

By routinely participating, week by week, 
in systematized morbidity reporting, the phy- 
sician is performing an essential service for 
himself, his patients, and his community. 

Leon Banov 


HOW’S YOUR MENTAL HEALTH? 

The treatment of mentally ill persons has 
varied over the centuries. In the time of our 
Lord persons who were markedly different in 
behavior from their fellows were considered 
to be possessed of devils, and some of them 
had to live apart from other people, even in 
tombs. The American Indians were much 
kinder to their brothers afflicted in this way; 
they regarded them as under the special care 
and protection of the Great Spirit and allowed 
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them every latitude in their personal actions 
England several 
centuries ago, insane persons were locked in 
asylums where they suffered every sort of mis- 
treatment including flogging in the effort to 
make them conform to standard practice. In 
the United States nowadays many people, 
some insane and some simply senile or feeble- 
minded, are committed to overcrowded, under- 
staffed institutions where they are often con- 
veniently forgotten by friends and family. This 
is not intended as any reflection on the staffs 
of such institutions as such, although many of 
them are subject to severe criticism. Many of 
them do the best they can under an over- 
whelming burden. In addition to all these 
standard activities as regards alleged insane 
people, certain families have not hesitated 
from time to time to attempt to put their aged 
and wealthy relatives into asylums for the pur- 
pose of possessing their goods. 

A new wrinkle has now arisen. There are 
certain so-called “frontier thinkers”, who are 
busy advocating a world government. They 
spend much time talking about the necessity 
of the peoples of the world adjusting to each 
other and of submerging individuality to the 
common good. They find that traditional be- 


and protected them. ‘In 


liefs and patriotisms are a hindrance toward 
the achieving of this goal. They have defined 
those who oppose them as being “rigid per- 
sonalities” and have stated further that “such 
persons are well along the way to mental ill- 
ness”. It is further suggested that such persons 
should upon occasion be restrained and pre- 
vented from obstructing progress. There was 
a great deal of excitement last year over the 
so-called Alaska Mental Health Bill which 
many people, including the writer, felt was 
written in such a way that, as originally writ- 
ten, it would do more than provide for the 
care of the mentally ill, which was a worth- 
while undertaking, but that in addition it 
might provide the means for incarcerating 
certain politically objectionable individuals. 
Because of strenuous objections from various 
sources about this aspect of the bill, it was re- 
vised considerably and some of the dangerous 
wording was removed. Of course the pro- 
ponents of the bill denied that there was any 
possibility that it would be used for sinister 
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purposes. Those who claimed that it might be 
so used were termed the “lunatic fringe”. It 
has been proven beyond reasonable doubt 
that certain persons in this country of ours 
have been sent to mental institutions recently 
because their actions were embarrassing to the 
federal government. The writer will merely 
cite the case of one of the Finn twins and of 
Lucille Miller. Both of these people were re- 
leased after prodigious efforts in their behalf 
as sane. These were both federal cases. A 
similar case has now occurred in California 
which involved only the county government. 
It is the case of Mr. A. R. Fitzpatrick who in 
January 1957 attended a meeting of the county 
board of supervisors in San Luis Obispo 
County. He voiced objections and finally ac- 
cused the chairman of being “disloyal to 
America”. For this action he was incarcerated 
by the sheriff who certified that he was a 
“mentally ill person, in need of care and treat- 
ment”. Mr. Fitzpatrick demanded a jury trial 
which he got. In the jury trial he was accused 
of being insane because of a persecution com- 
plex. More particularly, the psychiatrist testi- 
fied that the persecution complex was the 
opinion that he was being persecuted because 
he had been sent to the hospital against his 
will after attempting to bring to the public 
attention errors in political and economic 
fields. The psychiatrist would not answer 
whether this opinion was true or not. The jury 
found that he was insane, and as far as the 
writer knows he is still in an asylum. The 
writer submits that there are other ways of 
dealing with people who are unruly at public 
hearings and these consist of prosecution for 
breach of the peace, libel, etc. To incarcerate 
such a person for insanity seems rather rough 
treatment. 

There is a California state senator named 
Dilworth who is well known as a fighting anti- 
Communist and a good American in general. 
He has recently submitted a proposed amend- 
ment to the California constitution entitled “A 
Bill of Rights For Mental Health Patients” 
which reads as follows: 

(a) No person shall be committed to or con- 
fined in a mental institution without a court 
hearing. 

(b) No person shall be committed to or con- 
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fined in a mental institution unless he is 
afforded the right to a speedy public trial; to 
a trial by jury; to counsel of his own choosing, 
or if unable to obtain counsel, to a counsel ap- 
pointed by the court; to be confronted by his 
accusers; to ample notice of the exact charges 
against him; and to compulsory process for the 
attendance of witnesses. 

(c) It shall be the duty of the public de- 
fender, if appointed, to defend persons accused 
of being mentally ill or mentally deficient, and 
it shall be the duty of the court to appoint 
counsel for any such person, if that person is 
unable to obtain counsel of his own choosing. 

(d) No person shall be committed to or 
confined in a mental institution because of his 
religious or political beliefs. 

(e) No person shall be committed to or con- 
fined in a mental institution to prevent him 
from exercising his right of freedom of speech, 
including his right to express his political views 
and to criticize the government, any public 
official or any law. 

(f) No person shall be committed to or con- 
fined in a mental institution to prevent him 
from exercising his right to assemble with 
his fellow citizens; to petition the government 
for the redress of his grievances; to lawfully 
possess arms; to resist unlawful searches and 
seizures; to engage in political activity; to re- 
sist the taking of his property; or to take ap- 
propriate action in defense of his children, 
parents or spouse. 

(g) Persons accused of being mentally ill or 
mentally deficient shall not prior to adjudica- 
tion of mental illness or deficiency be confined 
with and among persons previously adjudged 
mentally ill or mentally deficient except when 
no other facilities are available. 

(h) Patients in a mental institution shall not 
be denied the right to counsel, or the right to 
communicate with persons outside the institu- 
tion. 

(i) No United States citizen shall be trans- 
ported out of this State on charges of mental 
illness or mental deficiency of any kind unless 
it be to the state of his legal residence. 

Enumeration of the foregoing rights shall 
not deprive a person accused of mental illness 
or mental deficiency of any other rights that 
he may have at law or in equity. 








If a sober-minded and conscientious state 
legislator like Senator Dilworth feels that such 
a bill of rights is necessary in the state of 
California, it might be that we should pay 
more attention to the “lunatic fringe” which 
feels the hot breath of the booby-hatch warden 
on the back of its neck. Modern psychiatric 
treatment is such that properly misused it 
could render an obnoxious person quite harm- 
less permanently in a very short time. 


Thomas Parker, M. D. 


STATE BOARD OF MEDICAL EXAMINERS 
OF 
SOUTH CAROLINA 
Columbia, S. C. 
January 2, 1958 
Chairman for the 
Committee for Interns and Residents 
At the meeting of the State Board of Medical Ex- 
aminers of South Carolina on December 10, 1957, the 
Board had as its counselors, Mr. McLeod, from the 
Attorney General’s Office and Dr. John T. Cuttino, 
Clinical Director of Roper Hospital. This letter is to 
aid in clarifying the policy of the Board with respect 
to the issuing of Temporary License Permits for in- 
terns and residents. The program for the licensing of 
interns and residents in accredited hospitals is now in 
effect. 

(a) Qualified residents in a formal training program 
will be issued a Temporary Permit at a fee of 
$15.00. This Permit is to be renewed each year 
on the payment of the above fee and may be 
renewed at yearly intervals as long as he or 
she is in training. (Prior to this time residents 
were required to have a permanent license. ) 

(b) The status of the interns’ Permits remains un- 
changed. Interns and residents are under the 
law practicing medicine, and all should be 
duly licensed. A temporary license is obtain- 
able by all qualified physicians working in a 
hospital approved for intern or residency train- 
ing; licenses are not obtainable on a temporary 
basis by those acting as interns or residents in 
institutions unapproved for such training. Phy- 
sicians in such institutions are required to have 
permanent licenses. 

(c) Graduates of accredited Canadian Medical 
Schools will be accepted even though not citi- 
zens of this country; provided they sign a 
declaration of intent. 

(d) In order to more efficiently check the status of 
the house staff of the hospitals, it is desired 
that all Temporary Permits be kept in a central 
and easily accessible location within the hos- 
pital. It is contemplated that at irregular inter- 
vals either a member of the Board or an in- 
spector from the hospital division of the State 
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Board of Health will drop by and check on 
the current status. 

It will be the policy of the Board as of February 
1, 1958, not to consider the Temporary Per- 
mits valid and in effect unless countersigned by 
the chairman of the intern committee, clinical 
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director or chief of staff (or licensed physician 
responsible for intern training). 
George R. Wilkinson, M. D. 
President 


EDUCATIONAL COUNCIL 
FOR 
FOREIGN MEDICAL GRADUATES 

After almost three years of planning, the Educa- 
tional Council for Foreign Medical Graduates opened 
its doors on October 1, 1957 at 1710 Orrington Ave- 
nue, Evanston, Illinois. 

What Functions Will It Serve? 

It will distribute to foreign medical graduates 
around the world authentic information regarding the 
opportunities, difficulties and pit-falls involved in 
coming to the U. S. on an exchange visitor or exchange 
student visa in order to take training as an intern or 
resident in a U. S. hospital, or coming on an immigrant 
visa with the hope of becoming licensed to practice. 

It will make available to properly qualified foreign 
medical graduates while still in their own country a 
means of obtaining ECFMG certification (a) to the 
effect that their educational credentials have been 
checked and found meeting minimal standards (18 
vears of formal education, including at least 4 years 
in a bona fide medical school), (b) that the command 
cf English has been tested and found adequate for 
issuming an internship in an American hospital, (c) 
that the general knowledge of medicine as evidenced 
by passing of the American Medical Qualification Ex- 

mination is adequate for assuming an internship in 
in American hospital. 

It will provide hospitals, state licensing boards, and 
specialty boards which the foreign medical graduate 
designates, the results of the three-way screening 
iailable. 

What Functions Will It Not Serve? 

It will not serve as a placement agency either for 
interns or residents. Placement arrangements must be 
made by the foreign medical graduate directly with 
the hospital of his choice. 

It will not attempt to evaluate the teaching program 
or inspect or approve any foreign medical school. Its 
program is based not upon evaluating the school from 
which the candidate graduated but upon evaluating 
the professional competence of the individual. 

It will not act as an intercessor for foreign medical 
graduates having problems under discussion by state 
boards of medical licensure or specialty boards. If the 
foreign medical graduate asks that the results of his 
three-way screening be sent to a designated board this 
will be done, but the ECFMG has no right and no 


desire to review the decisions of the properly con- 
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stituted state licensing boards and American speciality 
boards. 
Who Is Sponsoring the ECF MG? 

Sponsors of the new agency are the American Hos- 
pital Association, the American Medical Association, 
the Association of American Medical Colleges and the 
Federation of State Medical Boards of the United 
States. Providing funds to support it through the first 
two years of its existence are the sponsoring agencies 
and the Kellogg Foundation, and the Rockefeller 
Foundation. 

The ECFMG has been legally incorporated in the 
State of Illinois and is operating in the first year of its 
provisional approval as a tax exempt organization 
under Section 501 (c) (3) of the Internal Revenue 
Code of 1954. The 10-member Board of Trustees in- 
cludes two representatives from each of the four 
sponsoring agencies and two representing the public 
at large (one named by the Department of Defense, 
the other by the Department -of Health, Education 
and Welfare). The President of the Board of Trustees 
is Dr. J. Murray Kinsman, Dean of the University of 
Louisville School of Medicine. The Executive Director 
is Dr. Dean F. Smiley, former Secretary of the Associa- 
tion of the American Medical Colleges. 

What Are the Mechanics of the Examination? 

The ECFMG’s Examination Committee will select 
the items for two examinations a year from the 
National Board of Medical Examiners’ pool of ques- 
tions. The National Board of Medical Examiners will 
use as many of its 50 presently constituted U. S. ex- 
amination centers as will be required and will estab- 
lish examination centers abroad in numbers as found 
required to meet the need. 

The National Board of Medical Examiners will proc- 
tor the examination, score and analyze the results, and 
turn them over to the ECFMG’s Examination Com- 
mittee for final evaluation and action. 

What is the Charge to Be? 

Foreign medical graduates already in this country 
will be billed for $50.00 covering the cost of the 
three-way screening. This will include $15.00 for the 
evaluation of credentials and $35.00 for the American 
Medical Qualification Examination. 

Foreign medical graduates abroad will be billed the 
$50.00 only if and when they pass the screening, re- 
ceive a position in an American hospital or are other- 
wise earning American dollars. 

American hospitals receiving screened candidates 
will be billed $75.00 for each such candidate accepted. 
What Are the Target Dates for Various Services? 

The answering of correspondence began October 
5th and has been kept current since that time. The 
translation, interpretations and evaluation of cre- 
dentials has already begun. 

The target date for the first American Medical 
Qualification Examination for foreign medical gradu- 
ates already in this country is set for February or 
March, 1958. 

The target date for the second American Medical 
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Qualification Examination for foreign medical gradu- 
ates both here and abroad is set for August or Septem- 
ber, 1958. 


TODAY IS ANOTHER DAY 

Very few doctors have failed to take advantage of 
all the changes — advances — of modern practice. 
Methods of treatment, medications, and technics of 
the earlier ages have been improved or discarded. 
However, judged from complaints of many patients, 
too many doctors still regard the economics of their 
activities in terms of a philosophy which was outdated 
nearly half a century ago. 

The seniors of our profession will recall the days 
when much of the doctor’s service was performed 
with no thought of gainful reward. When a patient 
had no money, the doctor expected no pay. The 
acceptance of token payments was quite common. A 
doctor who collected the “normal fee of the time” 
from more than a third of his patients was exceptional. 

It is different today. Save for a small fraction of 
down-and-outers, all others are able to pay for their 
care—some out of their own ample financial resources 
but the vast majority out of voluntary nonprofit or 
other indemnity source. 

The medical societies have agreed on certain sums 
of subscriber income below which levels the patient 
should receive paid-in-full care from a doctor who 
has signed to participate. Any doctor who is unwilling 
to abide faithfully by this obligation should not sign 
the participating membership agreement. A violation 
of such bargain is a breach of integrity and pocket- 
picking dishonesty, and it reflects on the whole pro- 
fession. Fortunately, only a small minority bring this 
discredit on us. Need it be said here, a small leak can 
sink a big ship? 

The license to engage in medical practice does not 
convey a “vested ownership.” It can be suspended, 
conditioned, or revoked as best suits the general pub- 
lic welfare, and the legislators sit in authoritative 
judgment on what that may be. Our conduct must not 
be provocative. We cannot afford to permit the de- 
struction by a few of the reputation and good will 
created by us under the compensation law. 

In earlier times it was condoned conduct for a 
doctor to play the role of a Robin Hood—some pa- 
tients were charged high fees, others less, and some 
none. Under our present community life many are 
charged fees which inflict hardship, and these victims 
have no defense -or recourse. It is embarrassing to a 
patient to feel deep appreciation for what was done 
and at the same time to resist .and resent “being done.” 
In those days the relations of the doctor with his pub- 
lic was blissfully simple; he was master of his own 
house, the “Lord of a Manor.” 

The doctor who says “No one can tell me how much 
I can charge my patient” is a misfit in our modern 
doctor-patient economy. The “provider” of medical 
care (the doctor) and the “buyer” (the patient) are 
living in new social environments. The “provider” 
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need no longer collect and distribute benefits, and 
the “buyer” is no longer without formidable defense 
resources. 

When a doctor who has agreed to the paid-in-full 
provisions and who in spite of them lays an added 
charge on a patient who qualifies for paid-in-full care, 
three different channels of complaints are apt to flow 
from his action. Officers of our medical societies hear 
about it, the administration of the plan hears of it, but 
of much greater consequence the labor union leaders 
hear about it. Few doctors know or stop to think of 
this third party. Forty million voters can now speak 
for the “buyers” of doctor care if they have been or 
think they have been unfairly treated. 

The shortest and quickest way to bring political 
controls on the practice of medicine is to falter in the 
support of our program and thereby invite the power 
of labor to join forces with the politician who wants 
to bait his hook with “medical care without cost to 
you.” Anyone who thinks a few thousand doctors with 
divided ranks and opinions can exercise greater in- 
fluence than millions of united voters needs the ser- 
vices of a psychiatrist. 

The ears of many of us still ring with the outbursts 
of oratory released by the mere mention of a “fee 
schedule” during meetings of our House of Delegates. 
The brains of intelligent men were frozen with fear 
by the prediction that any schedule would be but the 
prelude to socialization or compulsory health insurance. 
Today we hear the same croaking because the Federal 
government has gotten around to payment of doctors 
for the care of military dependents under Medicare 

Yet, in 1935 the New York State Workmens’ Com- 
pensation Law was amended to include a “minimum 
fee schedule.” Our Society was caught napping—the 
Economics Committee had been inhibited from the 
completion of a schedule. The orators were silenced, 
and by dint of a very great effort the situation was 
salvaged. 

Twenty years of experience has demonstrated that 
free choice of doctor by the injured—scheduled-fee- 
for-service to the doctor—with the exercise of re- 
sponsibilities in the administration of the law on the 
part of the county medical societies has eliminated 
most if not all of the evils which had developed under 
the original compensation law, and no doctor com- 
plains of being hurt, even though the schedule pro- 
vides full payment regardless of the worker’s income. 

Abuses threaten to develop under the voluntary 
insurance law (Article IXc), and they can be expected 
to grow serious if splinter groups make deals with doc- 
tor groups to provide coverage “just like Blue Shield’s” 
with nondoctor controls. 

It will be too late to step in after the wrongs pass 
the limit of tolerance. The leadership of the local 
societies had best begin planning to take their proper 
position of cooperation and administrative responsi- 
bilities in this field of medical practice if the freedom 
of the patients and their doctors is to be preserved. 
If allowed to just drift we'll be doomed to political 
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slavery. This is my job, your job, our job—every doc- 
tor’s job. Now or never. 


Reprinted by permission of the author, Dr. F. E. 
Elliott, from the New York State Journal of Medicine 
58:180 (Jan. 15, 1958) 


REPORT OF A DELEGATE 
A. M. A. CLINICAL MEETING IN 
PHILADELPHIA 
DECEMBER 1957 


The number of physicians in the A. M. A. increased 
by 3,430 over the previous year ending June 30, 1957. 
There were 133,034 active paid members of the 
A. M. A. as of that date. Total membership includes 
active members exempt from dues 10,216, associate 
members 6,127, service members 14,059, affiliate 
members 200, and honorary members 91. This makes 
a total membership of 163,817. South Carolina had, 
on June 30, 1957, 1,741 physicians in the state. A 
total of 1,230 doctors are members of the A. M. A. 
which is an increase of 88 over the previous year. 

The annual meetings have been set for the follow- 
ing places and times: 

1958 San Francisco 
1959 Atlantic City 
1960 Chicago 

1961 New York 


June 23-27 
June 8-12 


1962 San Francisco 
Clinical 1958 Minneapolis Dec. 2-5 
1959 Dallas Dec. 1-4 


1960 Washington, D. C. 

The average weekly paid circulation of the Journal 
of the A. M. A. was 174,587—a 12,574 increase over 
the previous year. All the nine specialty journals 
showed an increase in circulation over the previous 
year. The Journal, although printed primarily for the 
American Medical membership, is international in its 
distribution and goes to 100 different countries. 

Among the more important items considered at the 
Philadelphia meeting were the Heller report and 
flouridation. The Heller report is the result of a year’s 
study by a separate corporation versed in the opera- 
tions of corporations. Every phase of the A. M: A. 
was gone into and a committee appointed by the 
speaker of the house gave its recommendations and 
suggestions after several months of careful study. 
The committee from the house endorsed some of the 
suggestions in the report and condemned others. Some 
of the suggestions related only to operations within 
the A. M. A. headquarters which would automatically 
come under the supervision of the General Manager 
(or Executive Vice President). The reference com- 
mittee of the House of Delegates approved some and 
disapproved other parts of the committee’s report. 
This is an important phase of the A. M. A. and every 
doctor should read the Heller report or the ultimate 
report as it comes out in the Journal of the A. M. A. 

Flouridation of communities’ water supply in the 
amount not to exceed 1 ppm. was endorsed as an 
effective and safe method of preventing caries in the 
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teeth of children. This was in line with the report of 
two councils each of which studied all the facts on 
the subject. One of the most important reports was 
that of a man with the Sloan-Kettering Institute who 
reported on a series of cases that were constantly ex- 
posed to relatively large amounts of flourides in in- 
dustry. They showed no ill effects and the excess 
flourides were eliminated. It seems from the ex- 
haustive study of these two councils that doctors can 
safely and conscientiously recommend flouridation of 
a community water supply. 

The House of Delegates of the A. M. A. went on 
record as advocating the “discontinuance of the use of 
flouroscopes for the fitting of shoes”. New York and 
Pennsylvania among others have laws prohibiting their 
use. 

Of interest to all doctors who treat patients that 
may receive compensation for injury is a report to be 
published in the Journal of the A. M. A. early in ’58. 
It is 115 pages long and has diagrams and pictures to 
illustrate it. It is a guide to medical rating of physical 
impairment. To all generalists, surgeons, orthopedists, 
and physiatrists it would seem that this publication 
would be indispensable. It must be remembered 
though that it is only a guide and neither a set of 
rules nor laws. 

The reference committee on medical service recom- 
mended that when each state renegotiates its contract 
with the Department of Defense that it seeks whatever 
type payment it chooses whether fixed fee or indemnity 
type payment. 

The physicians in the states where the United Mine 
Workers operate are up in arms because of dis- 
crimination by the U. M. W. Welfare fund. It will 
agree to pay only certain doctors and certain hospitals. 
The argument of the fund is that the hospitals and 
doctors not on their approved list are the ones who 
are making charges out of line with other doctors and 
hospitals in that area. The doctors involved claim that 
this is not true—and so it goes. 

The reference committee urged that the A. M. A. 
and the A. H. A. recommend to their constituent 
associations that joint medical and hospital liaison com- 
mittees be appointed at the state level to study ways 
and means to lessen professional and hospital liability. 
On the national level this committee has already be- 
gun its work. 

The work of the committee on aging is increasing 
by leaps and bounds. Its chairman, Dr. Mulholland of 
the University of Virginia was in constant demand as 
a speaker on panels until his illness. Because of the 
increasing numbers of older people every state medical 
association is urged to have separate committee on 
aging as 13 states have, or a subcommittee such as 
medical service—11 states have this arrangement. 

The reference committee on insurance and medical 
service urged that state and county medical societies 
participate actively in the planning and operation of 
medical care programs for the indigent. The next step 
in federal patronage will probably be in this direction. 
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It was also urged that an official liaison between 
medical societies and medical schools be formed. This 
body would be used to help solve problems that may 
arise concerning the private practice of medicine or 
that may be assisted by the medical profession. This 
is not the ultimate solution but is certainly the only 
rational solution. 

A set of Guiding Principles for an occupational 
health program in a hospital employee group has been 
drawn up by a joint committee of the American Medi- 
cal Association and the American Hospital Association. 
It has been approved by the A. H. A. as well as the 
House of Delegates. 

The Reference Committee on Legislation and Public 
Relations endorsed the efforts of the Committee on 
Legislation to keep physicians informed as to the 
goings on. The work involved in the Washington office 
of the A. M. A. is tremendous and all concerned de- 
serve the thanks of every physician. The office of the 
A. M. A. is an effective means of information for the 
physicians of the nation as well as for the legislators. 
It does not decide any policy but suggests that in the 
light of previous policy such and such may be ac- 
ceptable or unacceptable to the A. M. A. as the case 
may be. 

During the discussion concerning Public Relations 
it was brought out that there is difficulty in getting 
information from the A. M. A. to the new members. 
The concensus of opinion was that this can best be 
done at the local level—the county medical society. 

The report of the American Medical Education 
Foundation is interesting to every physician. During 
the past six years American physicians have given 
more than six million dollars to the A. M. E. Founda- 
tion for Medical education. In the calendar year 1956 
income to the fund was $1,072,727.00 or 40% in- 
crease over the same 12 months in 1955. In February 
1957 the A. M. E. Foundation divided $1,072,365.71 
among 83 medical schools. Of this amount, according 
to a predetermined formula, $551,425.00 of un- 
designated and $520,940.71 of designated money were 
granted. The importance and deep appreciation of 
this money can be learned from the grateful letters of 
deans and presidents of medical schools. Remember a 
dollar through the A. M. E. F. brings three more from 
the National Foundation for Medical Education. When 
a doctor gives to a medical school he should stipulate 
his choice and send it to the A. M. E. F. 

It is impossible to mention every item considered 
at a meeting of the House of Delegates. It is boring 
to have to wade through every printed paragraph that 
details the program. If there is any item that any 
physician is particularly interested in simply contact 
Dr. William Weston, Jr., or me and we will be glad 
to dig it out. 

George D. Johnson, M. D. 


DID YOU KNOW? 
That there were 2,160 participants in the A. M. A. 
Scientific Assembly in New York? 








That the film library of the American Medical Asso- 
ciation has 1001 of 168 subjects? 

That 4,095 films were lent during the year—an in- 
crease of 591 over the previous year? 

That your A. M. A. has 51 health exhibits which 
were displayed at 159 locations in 34 different states? 

That a total of 761 queries were received from the 
television audience of the Ciba program “Medical 
Horizons’? 

That in the question and answer department most 
questions (3,232) were about plastic surgery and the 
second largest (1,038) about medical guidance (high 
school students )? 

That in radio the A. M. A. distributed 1,355 sets of 
transcriptions from which a total of 20,633 individual 
broadcasts were made? 

That the Bureau of Health Education now carries 
303 health education pamphlets? 

That in April 1957 the Canadian Parliament and in 
the summer of 1956 the Parliament of Great Britain 
passed counterparts to the Jenkins-Keogh bills? 


PSYCHIATRIC SPEAKERS BUREAU 

The General Practitioner Education Project, jointly 
sponsored by the American Psychiatric Association 
and the American Academy of General Practice, is 
interested in the development of post-graduate psy- 
chiatric education for the family physician. One of 
the services which is offered by the Project is a 
Speakers Bureau, which is prepared to offer names 
of psychiatrists who are willing to serve as guest 
lecturers while they are taking their vacation trips. 
Medical societies, hospitals, etc. which are interested 
in obtaining names of psychiatric speakers, please con- 
tact the G. P. Project, American Psychiatric Associa- 
tion, 1785 Massachusetts Avenue, N. W., Washington, 
Dp. C. 





CORRESPONDENCE 





SOUTHERN MEDICAL ASSOCIATION 
January 17, 1958 
Dear Dr. Waring: 

Dr. Waring, I was happy to see your editorial on 
the Southern Medical Association in the November 
issue of the South Carolina Journal. 

I would like to tell you that we had 43 physicians 
from South Carolina at our Miami Beach meeting. 
While this is not a large number, it does compare 
rather favorably with some of the states of similar 
size and distance trom the meeting. 

We are all very proud of our Councilor, Dr. Jack 
W. Jervey. He is one of the most enthusiastic mem- 
bers of the Council and is doing a great deal to pro- 
mote interest in the Association. He works continuously 
for membership, for contributions to our Building 
Fund and the other activities of the Association. 

During the Miami Beach meeting the Southern 
Medical Association conferred its Distinguished Ser- 
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vice Award on Dr. Kenneth M. Lynch. The award 
was presented during the Annual Dinner Meeting, 
and in the event you have not seen it, I am enclosing 
a copy of the January Journal which carried an 
editorial on the award as well as a photograph of the 
presentation. 

We also have some fine Section Officers from South 
Carolina, including: Dr. Kelly T. McKee, Secretary, 
Section on Medicine, Charleston; Dr. Gerald E. 
McDaniel, Chairman, Section on Public Health, Col- 
umbia. 

We are grateful for this support, and we want to 
thank you for your interest and particularly for your 
editorial. 

Very sincerely yours, 
V. O. Foster 
Executive Secretary-Treasurer 





NEWS 


COUNTY OFFICERS MEETING 

A meeting of the officers of the county Medical 
Societies of South Carolina was held on Sunday, 
January 26, at 12:30 at the Columbia Hotel, with 
about 40 physicians present. 

Dr. Robert Walton of the Medical College told 
about what is going on there with suggestions as to 
who might be good speakers for county meetings. He 
mentioned that speakers might be obtained on the 
subjects of the artificial kidney, diabetes, mental 
evaluation, heart lipoproteins, 
radiation, obstetrics, psychiatry, neurosurgery, plastic 
surgery, and hematology. 

Mr. M. L. Meadors explained the various classes of 
dues and the collection of these through the county 





neurology, surgery, 


treasurers. 

Dr. George Johnson spoke about Blue Shield and 
its need for wholehearted support. He noted that the 
requirement for malpractice insurance has been re- 
moved. Three counties still do not approve the Plan, 
Oconee, Georgetown, and Greenwood. Progress is 
being made, but only 5 per cent of the population 
hold policies and benefits are limited by the small 
number of policyholders. Dr. Johnson emphasized 
that Blue Shield was still a bulwark against socialized 
medicine, and that it requires much unrewarded 
work by the Doctors in administrative positions. He 
noted that amiable complaints were welcomed. 

Mr. Meadors also spoke on the Legislative program, 
and saw no immediate threat to the profession. 

Dr. J. I. Waring told about the Journal and its 
needs, especially its needs for contributions of papers, 
news, etc. 

Dr. John Pratt, Chairman of the Committee on 
Allied Professions, offered suggestions as to how bet- 
ter cooperation between the doctors, lawyers, dentists 
and druggists can be obtained. 

Dr. Tom Alphin, Director of our office in Washing- 
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ton, gave an interesting talk on national medical 
affairs. 


DR. KING BEGINS MEDICAL PRACTICE 
IN NEWBERRY 

Dr. W. W. King, Jr., son of Mr. and Mrs. W. W. 
King of Batesburg, began general medical practice on 
December 2, in Newberry. 

For the past year Dr. King has served his intern- 
ship at Columbia hospital in Columbia. He graduated 
from The Medical College in Charleston in 1956. 


Dr. William F. Early of Darlington, who has prac- 
ticed medicine at the Wilson clinic for the past year 
has announced the opening of his own offices at 120 
Exchange Street for the practice of general medicine, 
surgery and obstetrics. 

He served for five years in the U. S. Army, three 
years of which were spent overseas as an infantry 
captain. Later he was affiliated with the advertising 
department of Life magazine in New York and Vir- 
ginia for three years prior to entering the University 
of Virginia at Charlottsville for his medical training. 

After receiving his medical degree, Dr. Early ser- 
ved his internship and general practice residency at 
the Norfolk General Hospital, Norfolk, Va. He prac- 
ticed in Timmonsville before coming to the Wilson 
clinic in Darlington in January, 1957. 

He is a member of the American Medical Associa- 
tion and the South Carolina, Pee Dee and Darlington 
County Associations. 


BERKELEY COUNTY HOSPITAL STAFF 

At the recent meeting of the Berkeley County Hos- 
pital Staff, Dr. J. N. Walsh was reappointed Chief of 
Staff, and Dr. Robert S. Solomon was reappointed 
secretary. Dr. H. H. Addlestone and Dr. A. E. Rawl, 
of the Radiology Department of The St. Francis 
Xavier Hospital, Charleston, were appointed Con- 
sulting Radiologists. They will visit the hospital on 
Tuesdays for the purpose of carrying out diagnostic 
procedures and interpretation of x-ray film. Dr. Dale 
Groom, Cardiologist from the Medical College of 
South Carolina, will continue as Consulting Cardiolo- 
gist. 


Edward F. Parker, M. D., Charleston, Diplomate 
of the American Board of Surgery and of the Board 
of Thoracic Surgery announces the limitation of his 
practice to Thoracic Surgery including Cardiovascular 
Surgery. 


“The Heart, Patient Under Stress, Work and Preg- 
nancy” was a film shown at the regular second month 
meeting of Horry County Medical Society on Tuesday, 
January 14, at The Reef. 

Dr. Ray Russell of Conway was elected as an 
alternate delegate to the South Carolina Medical con- 
vention was the principal item of business. 

Twenty-nine of the thirty-three membership were 
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present for the meeting. Dr. Cary T. DuRant is presi- 
dent of the Society. 


LIBERTY LIFE PAYS HONOR TO 
DR. FEWELL 

Dr. Will S. Fewell, 65, prominent Greenville phy- 
sician who is retiring as medical director of Liberty 
Life Insurance Co., January 1, was honored December 
30 at a special luncheon in the company’s home office 
private dining room. 

Dr. Fewell has directed the medical aspects of the 
company’s underwriting activities for the past 25 years 
as well as serving on the board of directors. He will 
continue, however, to serve Liberty Life in an ad- 
visory capacity. 

President Francis M. Hipp presented Dr. Fewell 
with several awards, including a service emblem, 
wrist watch and a framed testimonial signed by 300 
of his home office associates. 

The testimonial read: 

“Wishing to express our lasting gratitude for his 
valued influence and friendship, we, his home office 
associates, happily pay tribute to our ‘Dr. Will’ and 
extend to him our fondest hope for abundant pleasure 
during his years of retirement. 

“Our legacy of cherished memories of this dedicated 
and compassionate man is incalculable, for his 
inimitable wit and profound understanding have con- 
stantly enriched our lives and increased our affection 
for him.” 

Dr. Fewell retired from the active practice of 


medicine in March, 1953, after 30 years as a physi- 
cian in Greenville. He had been associated with his 
twin brother, Dr. John M. Fewell, who continues 
active. 


A native of Rock Hill, he was educated at Presby- 
terian College, the University of North Carolina and 
the University of Pennsylvania Medical School. He 
is a member of the American Medical Association, 
the Greenville County Medical Society, the Association 
of Life Insurance Medical Directors of America and 
the Medical Section of the American Life Convention. 


Appointment of Dr. Jay Hammett, Gaffney physi- 
cian and surgeon, as a member of the governing board 
of the Cherokee County Memorial Hospital was an- 
nounced recently. 

The appointment, which filled the only existing 
vacancy on the nine member board, was made by the 
Cherokee County legislative delegation. 


DR. KAY MEDICAL SOCIETY PRESIDENT 

Dr. Charlotte Kay, of Liberty, was elected Presi- 
dent of the Pickens County Medical Society at a 
meeting of the society held at the country club. She 
will succeed Dr. J. A. White, of Easley, outgoing 
president. 

Other officers include: Dr. C. F. Higgins, Easley, 


vice-president; Dr. E. A. Jamison, Easley, secretary- 
treasurer; Dr. Robert Jeanes and Dr. J. H. Jameson, 
both of Easley, delegates to the state medical meeting. 


HOPE HOSPITAL REOPENS AFTER GETTING 
PHYSICIAN 

Closed since June 1, 1957 for lack of a doctor, Hope 
Hospital has reopened its doors. 

The 12-bed institution is also known as Lockhart 
Health Center. 

Dr. John A. McLeod, Jr., will staff the hospital. 
Serving with him will be four nurses, a laboratory 
technician and a dietician. 

The nursing staff system will enable the hospital to 
have someone on duty at all hours. A modern opera- 
ting room will have all necessary equipment for minor 
surgery. 

There are four semi-private rooms and one ward of 
four other beds. Nursery equipment includes an 
incubator and four bassinets. 

Other facilities of the hospital include a nurse 
utility room, doctors shower room, nurses shower 
room, work room, delivery room, x-ray chambers, 
kitchen, laboratory, reception offices and office for 
Dr. McLeod. 


COLUMBIA MEDICAL SOCIETY HEADED BY 
DR. W. S. HALL 

Dr. William S. Hall, superintendent of the South 
Carolina State Hospital was elected president of the 
Columbia Medical Society at the group’s annual meet- 
ing at the Hotel Columbia December 9. He succeeds 
Dr. G. S. T. Peeples. 

Chosen to serve with Dr. Hall were Dr. John R. 
Harvin, vice president; Dr. R. F. Haines, secretary 
and Dr. R. G. Latimer, treasurer. Dr. Buford S. Chap- 
pell was re-elected as editor of The Recorder. 

Dr. Tucker Weston was elected a member of the 
public relations committee and Dr. C. F. Crews was 
elected a member of the Board of Censors. 

Delegates to the South Carolina Medical Associa- 
tion named were Dr. Frank Owens, Dr. Waitus Tan- 
ner, and Dr. Chapman J. Milling. 

Three alternate delegates named were Dr. W. T. 
Barron, Dr. R. B. Josey, and Dr. C. J. Lemmon. 


The Anderson County Medical Society held its 
December meeting at the Calhoun Hotel. Dr. Orr dis- 
cussed the “Surgical Aspects of Bronchiectasis.” 

The Anderson surgeon is a native of Pendleton, a 
graduate of Clemson College and the Medical College 
of South Carolina, and interned at Columbia General. 
He did resident surgery at Spartanburg and served in 
the Army from 1944 to 1946 as a member of the 
auxiliary surgical team for the Third and Seventh 
Armies. Following armed service duty, he was a resi- 
dent in general and thoracic surgery at McGuire Hos- 
pital, Richmond, Va. 
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KERSHAW COUNTY HOSPITAL 

The public got its first good look at the new Ker- 
shaw County Hospital as “Open House” was observed 
on January 12. Transferring patients from the old to 
the new hospital began promptly. 

With its completion and the future completion of 
the nurses Home-Training School, Kershaw County 
will have a hospital plant valued at approximately $2 
million. 

The ultra-modern hospital stands ready to serve the 
public. For the personnel who will staff it, the new 
hospital offers the very latest in equipment and the 
best in working conditions. 

The lighting of the corridors and rooms has been 
carefully planned. 

Patients who will occupy the 118-bed hospital will 
find their rooms cheerful. The corridors and rooms 
have been painted in light, pastel colors of pink, green 
and blue. 

The new hospital has two operating rooms. There 
are also two delivery rooms. 

There are large and efficient heating and air-con- 
ditioning systems. 


ANDERSON COUNTY 
Dr. Kenneth M. Lynch, president of the Medical 
College of South Carolina in Charleston, was the 
speaker at the January meeting of the Anderson 
County Medical Society. Dr. H. J. Hancock, new 
president, and other new officers assumed their duties. 
Dr. Lynch spoke on “Medical Education in South 
Carolina.” In addition, Dr. J. W. Wyman, member of 
the Society, spoke on “Usual and Unusual Infections”. 


He initiated a new practice of the Society to invite a 


local physician to deliver a 10 or 15 minutes paper in 
addition to hearing an out-of-town speaker each 
month. 

Dr. Hancock succeeds Dr. James Halford as presi- 
dent of the Society. Dr. Halford is the Society’s dele- 
gate to the State Medical Association. Other new 
officers include Dr. Rudolph Hand, vice president; 
Dr. Jay Jackson, treasurer; and Dr. William F. Lum- 
mus, secretary. 


COURSE IN MEDICAL TECHNOLOGY SET 

A joint Medical College - College of Charleston 
medical technology program has been announced by 
the two colleges. 

Dr. Kenneth M. Lynch, president of the Medical 
College of South Carolina, and Dr. George D. Grice, 
president of the College of Charleston, said they were 
pleased to make available the broader educational 
service. 

Training under the joint program will consist of 
three years of academic work and 15 months of 
specialized training at the Medical College. 

Completion of the program will make a student 
eligible for a bachelor of science degree from the Col- 
lege of Charleston as a registered medical technologist. 
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Spokesmen at the two schcols said the broadened 
program would provide South Carolina patients with 
additional medical services, of which there is now an 
acute shortage. 

Dr. Grice said the program would provide increased 
opportunities for women students in a semi-professional 
field in which 50,000 job possibilities now exist. 

Both colleges will include the joint courses in their 
1958 fall bulletins. 


DR. CARDWELL HEADS PATHOLOGISTS 

Dr. Edward S. Cardwell, Jr., of Columbia, is the 
new president of the South Carolina Society of 
Pathologists, having been named to this post at the 
annual business meeting of the society December 14 
at the Veterans’ Hospital. 

Following a scientific session, the annual business 
meeting was held and new officers chosen. 

Other new officers named were: Dr. Hunter May, 
Greenwood, vice-president; Dr. McKenzie 
Charleston, secretary-treasurer; Dr. Donald G. Kilgore, 
Greenville, councillor; Dr. E. Arthur Dreskin, Green- 
ville, assemblyman. 

Retiring officers are: Dr. H. Rawlings Pratt-Thomas, 
Charleston, president; Dr. Edward S. Cardwell, Jr., 
Columbia, vice-president; Dr. E. Arthur Dreskin, 
Greenville, secretary-treasurer. 


Moore, 


South Carolina has received two grants for research 
from the Easter Seal Research Foundation sponsored 
by the National Society for Crippled Children and 
Adults, Inc. 

Each year two per cent of all funds raised through 
the Easter Seal Campaign are earmarked for the Re- 
search Foundation. South Carolina’s share, coming 
from all counties, amounted to $3,267.52 for 1957. 

The two grants which were awarded to the South 
Carolina Medical College total $10,265.00. 


Two consultants in medicine at the Mayo Clinic 
spoke at a meeting of the Sumter-Clarendon Medical 
Society January 9. 

The two, Dr. E. V. Allen and Dr. E. H. Rynearson 
are professors of medicine in the graduate school of 
medicine of the University of Minnesota. 


A 34-bed addition to the Byerly Hospital at Harts- 
ville is planned for the near future. Administrator E. L. 
McLaughlin said today. 

“It is expected that the contract for construction 
will be awarded May 1. It will require about 10 
months to complete the addition to the hospital,” he 
said. 

Cost of the construction will be $300,000, according 
to the administrator. 

“It is being financed partly by Hill-Burton funds 
and partly by local funds,” he explained. 
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Darlington’s city council, at its first meeting of the 
new year paid tribute to Dr. J. M. Willcox who, for 
the first time in over a quarter of a century, is not 
serving as a member. 

Willcox, mayor protem for many years, did not 
offer for re-election. Mayor Thomas W. Buchanan and 
City Attorney J. F. Pate praised Dr. Willcox for his 
many years of service. Dr. Willcox, who was a special 
guest at the meeting was presented a gift of apprecia- 
tion by Pate on behalf of the council. 


Dr. Dan F. Moorer has been granted a license by 
the South Carolina State Board of Health to operate 
a clinic in Latta to be known as the Latta Hospital. 

Latta’s first hospital, it has a two-bed facility and 
a staff of a registered nurse, a technician and two 
practical nurses. 

Licensed to take any type of patient the hospital 
aims at present at providing emergency service and 
the handling of obstetrical cases. 


Dr. Horace M. Whitworth was named president of 
the medical staff of Greenville General Hospital re- 
cently. Other new officers named were Dr. Frank 
Stelling, vice president, and Dr. Joseph C. Moore, 
secretary. 


Dr. Jay Hammett, Gaffney physician and surgeon, 
has been appointed to the Cherokee County Mem- 
orial Hospital governing board, bringing the board’s 
membership to nine. 


Dr. H. H. Harris, a native of Anderson, where he 
practiced medicine and surgery for a number of years, 
has located in Calhoun Falls with offices in the former 
Dr. Love Clinic, to begin the practice of medicine 
and surgery here. Dr. Harris came here just before 
Christmas. 

While his home is Anderson, Dr. Harris, recently 
returned from Las Vegas, Nevada, where he practiced 
the past year. Dr. Harris’ father was also a well-known 
Anderson physician and surgeon. 

The location of Dr. Harris here gives the community 
three doctors of medicine, the other two being L. P. 
Elam, Jr., M. D. and George W. Fort, M. D. 


NEW YEAR’S MEETING IN BENNETTSVILLE 

The 38th Annual New Year’s Meeting of the Marl- 
boro County Medical Society was held at the Bennetts- 
ville Country Club on Thursday, January 9, 1958. 

As has been the custom for the last ten years, this 
January meeting was held in cooperation with the Pee 
Dee Medical Association as its regular monthly meet- 
ing. The group convened for a social hour starting at 
six P. M. which was most enjoyable and many old 
friends were greeted who had not been seen since the 
last New Year’s meeting. One observer reported that 
the ever increasing number of new faces seems to 
emphasize the fact that most of us feel so strongly 





that some of us have been around here a mighty long 
time. 

The Junior League of Bennettsville served a de- 
licious supper with an ample supply of oyster pie, 
which in itself makes this meeting worthwhile without 
the other trimmings of which there were plenty. 

Presiding over the meeting was Dr. Jenks Owens 
of Bennettsville, President of the Association. He intro- 
duced Dr. Kenneth Lynch, President of the Medical 
College of South Carolina, who is an honorary mem- 
ber (so far as is known, the ONLY honorary member ) 
of the Marlboro Association. Dr. Lynch traced the 
progress of the Medical School to date and spoke 
briefly concerning many of its problems—particularly 
those of a financial nature, requesting that all doctors 
in attendance cooperate with the Medical College in 
influencing the Legislature to favorably solve its fiscal 
dilemma. 

The Scientific program was well received, being an 
address by Dr. Harold S. Pettit, Professor of Radiol- 
ogy at the Medical College of South Carolina, who 
spoke on “Collagen Diseases,” and particularly em- 
phasized their roegentological findings. 


Two new physicians have located in Greenwood and 
both are associated with Dr. S. D. Pendergrass in the 
general practice of medicine. They have offices in the 
Medical Arts building. 

Dr. Guy Calvert and Dr. T. Jackson Wood are the 
new physicians. Both are graduates of the University 
of South Carolina and Bowman-Gray Medical School 
in Winston-Salem, N. C. 

Dr. Calvert is a native of Columbia. He served his 
internship at the U. S. Naval Hospital in San Diego, 
Calif., spent three months at the National Naval Medi- 
cal Center, Bethesda, Md., studying X-ray interpreta- 
tion and the last 14 months stationed at the Charleston 
Navy Yard. 

Dr. Wood also has just completed naval service. He 
had sea duty for a year and for the last six months has 
been at the Naval Hospital in Beaufort. He is a native 


of York. 


Dr. Harwood Beebe, Jr., was elected president of 
the medical staff of the Mary Black Memorial Hos- 
pital, Spartanburg. Dr. David Stack was elected secre- 
tary. 


KREDEL ADDRESSES MEDICAL SOCIETY 

Dr. F. E. Kredel head of the department of surgery 
at the Medical College of the State of South Carolina, 
Charleston, was speaker at the January meeting of the 
York County Medical Society at the Andrew Jackson 
Hotel. 

Dr. Alton G. Brown is president of the county so- 
ciety. 

Dr. Kredel gave an illustrated lecture on pan- 
creatitis. 
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Navy Doctor prepares a patient for a cornea trans- 
plant operation at the Beaufort Naval Hospital. The 
cornea used on the patient was donated through the 
‘South Carolina Eye Bank Inc.” 


( Official Marine Corps Photograph ) 


Dr. S. Hunter Rentz has announced the opening of 
offices in the general practice of medicine in Colum- 
bia. 

Dr. Rentz was born in Columbia. He entered the 
University of South Carolina in 1949 and was gradu- 
ated with a B. S. Degree in Chemistry. 

His medical education was acquired at the Medical 
College of South Carolina wheze he graduated in De- 
cember 1956 and he has recently completed his intern- 
ship at the Columbia Hospital of Richland County in 
Columbia. Dr. Rentz is a member of Phi Rho Sigma 
Medical Fraternity, Alpha Omega Alpha Honorary 
Medical Fraternity and Blue Key Honorary Leadership 
Fraternity. 


Dr. Richard Y. Wescoat, Lancaster physician, is 
Lancaster's “Young Man of the Year” for 1957. 

Dr. Wescoat received the coveted award at the 
annual Jaycees’ Man of the Year and Ladies Night 
Banquet at the Lancaster Golf Club on January 30. 
Approximately 150 persons, including several dis- 
tinguished guests were present to see State Representa- 
tive Albert Watson of Columbia make the presentation, 


The South Atlantic Association of Obstetricians and 
Gynecologists held its 20th annual meeting February 
1-5 at Hollywood, Florida. Dr. Manly Hutchinson of 
Columbia was presiding and Dr. Lawrence Hester of 
Charleston acted as secretary-treasurer. There are a 
number of South Carolinians who are members of this 
association and they hold several offices. Dr. John 
Fleming of Spartanburg and Dr. Lawrence Hester of 
Charleston are members of the executive committee. 
Dr. Fleming is also chairman of the state committee 
and Dr. Heyward Fouché of Columbia and Dr. G. F. 
Wilson serve with him. Dr. Arthur Rivers is a mem- 
ber of the American Committee on Maternal Welfare. 
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A clinical session of the National Committee on 
Trauma—American College of Surgeons was held in 
Baruch Auditorium, The Medical College of South 
Carolina on February 7, 1958. 

Presiding—Peter B. Wright, M. D., 
Orlando, Fla. 

A program was given by local surgeons—viz—Drs. 
John Brown, Louie B. Jenkins, Edward F. Parker, 
William H. Prioleau, Robert M. Paulling, Kenneth M. 
Lynch, Jr., John A. Siegling, F. E. Kredel, and Luther 
C. Martin. 





F.A.C.S., 





ANNOUNCEMENTS 





THE GREENVILLE POST-GRADUATE 
SEMINAR 
APRIL 1, 2, 3, 1958 


To be held at Greenville General Hospital 
Sponsored by the General Practice Division 
Initial Program 

Tuesday, April 1, 1958 


8:30 - 9:00 a. m. 

Address of Welcome 

Dr. Homer Eargle, President, SCAGP 

Dr. Everett Poole, President, Greenville County Medi- 
cal Society 

Dr. Horace Whitworth, President, Greenville General 
Hospital Medical Staff 

9:00 - 10:00 a. m. 

Common Sense Approach to the Diagnosis and Treat- 

ment of Anemias—Dr. Edgar Hull 
10:00 - 11:00 a. m. 

Treatment of Congestive Heart Failure—Dr. E. S. 

Orgain 
11:00 - 1:00 p. m. 

Presentation of Cases from Wards of Greenville Gen- 
eral Hospital—Dr. Edgar Hull, Dr. E. S$. Orgain, 
Dr. Peter C. Gazes, and Dr. B. R. Gendel. 

1:00 - 2:30 p. m. 

Luncheon 

Drug Therapy of Hypertension—Dr. E. S. Orgain 
2:30 - 3:30 p. m. 

Hemorrhagic Diseases—Dr. B. R. Gendel. 
3:30 - 4:30 p. m. 

Recent Advances in Treatment of Fractures—Dr. John 

A. Siegling. 
7:00 p. m. 
Ladies Night—Poinsett Club 
Wednesday, April 2, 1958 
9:00 - 10:00 a. m. 

Recognition of Cardiac Arrhythmias with the Ear and 
Finger and Remarks on Their Treatment—Dr. 
Edgar Hull. 

10:00 - 11:00 a. m. 
Iron Deficiency Anemias—Dr. B. R. Gendel. 
11:00 - 1:00 p. m. 

Treatment of Asthma with Particular Reference to 

Status Asthmaticus—Dr. Claude Frazier 





Hyper-lipemia and Hyper-cholesterolemia—Dr. Ed- 
win Boyle. 
1:00 - 2:30 p. m. 
Luncheon 
Low Fat, Low Cholesterol Diet—Dr. Edwin Boyle. 
2:30 - 3:30 p. m. 
CPC—Dr. Jack Norris, Dr. Edgar Hull, Dr. B. R. 
Gendel, and Dr. Peter C. Gazes. 
7:00 p. m. 
Banquet—Country Club 
The Physician 1958—Dr. Jack Norris 
Thursday, April 3, 1958 
9:00 - 10:00 a. m. 

Chemotherapy of Leukemia and Lymphoma—Dr. B. 

R. Gendel 
10:00 - 11:00 a. m. 

Fluid Balance, especially as related to ECG and 

electrolytes—Dr. Arthur Williams. 
11:00 - 1:00 p. m. 

Ward Rounds, Greenville General Hospital—Dr. 
Edgar Hull, Dr. B. R. Gendel, Dr. Peter Gazes and 
Dr. F. E. Kredel. 

1:00 - 2:30 p. m. 

Early Detection of Cancer—Dr. F. E. Kredel. 
2:30 - 3:30 p. m. 

Dr. John Cuttino 
3:30 - 4:30 p. m. 

CPC—Dr. John Cuttino, Dr. Edgar Hull, Dr. B. R. 
Gendel, Dr. Peter C. Gazes, and Dr. F. E. Kredel. 


PAN AMERICAN MEDICAL WOMEN’S 
ALLIANCE TO MEET IN MIAMI, FLORIDA, 
APRIL 14-17, 1958 
The VI Congress of the Pan-American Medical 
Women’s Alliance will be held in Miami, Florida, 
April 14 - 17, 1958. Headquarters will be the Hotel 
McAllister. Women physicians of the United States 
and Canada are cordially invited to become members 
and attend the Congresses that are held every two 
years alternately in North and South America. Dele- 
gates are expected to represent the medical women of 
most of the Latin-American Republics. The scientific 
program is translated into both languages and deals 

with medical problems of mutual interest. 

Two post-congress trips are being planned. One is 
to the Caribbean area where some of the member 
groups will be visited. The other is to Washington, 
D. C. where the hospitality of the Pan-American Union 
and the various Latin-American organizations is being 
offered. The Latin American Music Festival also is 
being held in Washington at this time. 


The Fifty-seventh annual meeting of the Medical 
Library Association will be held in Rochester, Min- 
nesota from June 2 through June 6, 1958 with head- 
quarters at the Hotel Kahler. The theme of the 
Rochester meeting will be “Advances in Medical 
Library Practice”. Mr. Thomas E. Keys, Librarian of 
the Mayo Clinic is Convention Chairman and letters 
of inquiry should be addressed to him. 


THE AMERICAN CONGRESS OF PHYSICAL 
MEDICINE AND REHABILITATION 

The 36th annual scientific and clinical session of 
the American Congress of Physical Medicine and 
Rehabilitation will be held August 24-29, 1958 in- 
clusive, at The Bellevue Stratford Hotel, Philadelphia. 

Scientific and clinical sessions will be given August 
25, 26, 27, 28, and 29. All sessions will be open to 
members of the medical profession in good standing 
with the American Medical Association. 

Full information may be obtained by writing to the 
Executive Secretary, Dorthea C. Augustin, American 
Congress of Physical Medicine and Rehabilitation, 30 
North Michigan Avenue, Chicago 2, Illinois. 


The Ninth Annual Symposium on Recent Advances 
in the Study of Venereal Diseases will be held on 
May 12 and 13 in the Sheraton Hotel, Philadelphia, 
Pa. The sessions will be open to all interested physi- 
cians and to workers in allied fields. 

This Symposium will precede a two-day Venereal 
Disease Seminar for public health personnel’ of the 
Northeastern States beginning May 14, which you 
may also wish to attend. 


FELLOWSHIPS FOR TISSUE CULTURE 
COURSE 

The National Foundation for Infantile Paralysis is 
again offering fellowships to postdoctoral investigators, 
teachers, graduate students and experienced laboratory 
personnel with the baccalaureate degree for participa- 
tion in short courses in tissue culture. 

Fellowships may be used for study only in formal 
courses designed to teach the principles, techniques, 
and application of tissue culture. Funds will be 
awarded for the period necessary to complete the 
course, which, in most instances, is not expected to 
exceed six weeks. 


INTERNATIONAL COLLEGE OF SURGEONS 

The 11th biennial International Congress of the 
International College of Surgeons will be held in con- 
junction with the 23rd annual Congress of the United 
States and Canadian Sections (North American Fed- 
eration ) in Los Angeles, March 9-14. 

An innovation of the meeting will be a surgical 
emergencies panel to which members of the American 
Academy of General Practice are invited. Dr. Ross T. 
McIntire of Chicago, executive director of the Inter- 
national College of Surgeons and former surgeon gen- 
eral of the U. S. Navy, will be the moderator. 


The Gill Memorial Eye, Ear and Throat Hospital, 
Roanoke, Virginia announces to the profession the 
program of the Thirty-First Annual Spring Congress 
in Ophthalmology, Otolaryngology and allied special- 
ties. The meeting will be held April 14 through April 
19, 1958, at the Patrick Henry Hotel, Roanoke, Vir- 
ginia. 

The object of the program is to give in a brief 


100 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 





period of time, a series of lectures and demonstrations 
m subjects of interest to all practitioners of ophthal- 
nology and otolaryngology. It is not intended to pre- 
pare men for the practice of the specialties, but to give 
those who are prepared and are in practice a new 
impetus for further study and investigation and to 
offer all in attendance the benefits of the experience 
of others in the fields covered. The subjects will be 
presented by men of national and international reputa- 
tion who possess the highest academic standing, to- 
gether with a practical background of private and 
clinical practice. It is our purpose to make this annual 
program intensely practical and at the same time to 
maintain the highest standards that are essential for 
the successful presentation of scientific subjects. In the 
short time of one week, there is not an opportunity 
for research or theoretical discussion, therefore, the 
recent advances and accepted metheds of treatment in 
these specialties will be presented by means of clinical 
lectures, lantern slides, motion pictures and surgical 
demonstrations. 





DEATHS 








DR. FRANK BOLD 


Dr. Bold, a physician for more than 40 years, died 
January 27 in Charleston. 

He had served as a city alderman and food health 
inspector in the early 1920s. He was a 1909 graduate 
of the Medical College of South Carolina and a 
World War I veteran. He was a member of the local, 
state and national medical associations. Dr. Bold was 
a native of Savannah. He retired from medical prac- 
tice several years ago because of failing health. 


DR. J. N. WEBB 


Dr. Jeff Newton Webb, Seneca physician, died at a 
Seneca hospital December 10 following a brief illness. 

Although suffering from a heart condition for some 
time, Dr. Webb had been in his office and visited his 
patients as usual up until the time he was stricken. He 
had seen two patients earlier in the day. 

Dr. Webb attended Clemson College, graduated 
from Emory School of Medicine and served his intern- 
ship at Westchester Hospital, Philadelphia. 

He first began his practice in Townville and follow- 
ing service as a major in the medical corps in France 
during World War I, returned there and continued 
his work. 

Dr. Webb came to Seneca some 26 years ago to 
establish what became an extensive practice through- 
out the area. Few there were who did not recognize 
the figure of the cigar-smoking doctor. 

He was a member of the Seneca American Legion 
Post, and the Masonic Lodge. He was also a Shriner 
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and a member of the South Carolina Medical Associa- 
tion and the Oconee County Medical Society 


DR. F. B. JOHNSON 


Dr. Francis Johnson, 
well known to many 
physicians over the 
state as a teacher of 
clinical pathology at 
The Medical College 
of South 
died on January 16, 
1958. 

Born January 17, 
1881, in Charleston, 
he attended the High 
School of Charleston 

and the College of Charleston. He received his 
doctorate in medicine from the Medical College of 
South Carolina in 1903. He interned at St. Francis 
Hospital and took post-graduate work in clinical 
pathology at various New York mediéal centers, the 
Mayo Clinic and in Vienna, Chicago and Boston. 


Carolina, 


He served as surgical assistant to Dr. R. S. Cathcart 
before becoming associated with the teaching staff 
of the Medical College of South Carolina in 1908. In 
1909 he was named director of the college’s clinical 
pathology laboratory and professor of clinical pathol- 
ogy in 1914. He retained both positions until his re- 
tirement July 1, 1946. 

He was a member of the Medical Society of South 
Carolina, of which he was a past president; South 
Medical Charleston County 
Medical Society; American College of Physicians; 
American Society of Clinical Pathologists; American 
Medical Association; American Society of Tropical 
Medicine and the Southern Medical Association. He 
also was a member and past president of the Tri-State 
Medical Association and was a member of the South 
Carolina Society and the Huguenot Society and of St. 
Philip’s Protestant Episcopal Church. Dr. Johnson 
served with the Charleston Light Dragoons on the 
Mexican Border 


Carolina Association; 


DR. Y. M. HYER 


Dr. Yeadon M. Hyer, 50, died in a Florence hos- 
pital January 29 after a brief illness. 

Dr. Hyer was born in Charleston March 28, 1907. 
He attended the public schools of Charleston, Gaud 
School, and graduated from Washington and Lee Uni- 
versity and the Medical College of South Carolina, 
the latter in 1933. 

He was affiliated with the Charleston County Health 
Department for several years. A veteran of World 
War II, Dr. Hyer served with the U. S. Army Medical 
Corps and was separated with the rank of major. 
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MORE NEWS 





Dr. W. Atmar Smith was re-elected president of the 
Society for Relief of Families of Deceased and Dis- 
abled Members of the Medical Profession of South 
Carolina at its annual meeting in Charleston. 

Dr. F. G. Cain was re-elected vice president. Other 
officers are Dr. A. G. Buist, treasurer, and Dr. J. I. 
Waring, secretary. 

Dr. Robert Wilson was re-elected to the society's 
standing committee. Steward for the annual meeting 
was Dr. R. M. Hope. 


Dr. Archibald J. Buist, Jr. was re-elected chairman 
of the Roper Hospital board of commissioners for the 
10th successive year. 

Dr. Edward F. Parker was re-elected vice chairman 
and Dr. R. W. Hanckel, Jr. was elected secretary to 
succeed Dr. J. A. Siegling who has resigned after 
serving on the board for the last 10 years. 

Dr. Henry C. Robertson, Jr. succeeds Dr. Siegling 
as a member of the board of commissioners. 

The board then re-elected C. A. Robb as hospital 
administrator and H. R. Everett as assistant administra- 
tor and accountant. 

Miss Meyeral Engelberg was re-elected director of 
nursing personnel at Roper. 


The Coastal Medical Society, Dr. Sol Neidick, of 
Beaufort, president, held a ladies’ night supper and 
meeting at the Walterboro Country Club January 16. 

Thirty members and wives attended the social 
hour, which was followed by a panel discussion on 
“Cancer of the Breast”. 

Members on the panel were Dr. H. R. Pratt-Thomas, 
Dr. Harold Pettit, Dr. John Hawk and Dr. Carter 
Maguire, all of Charleston. 

Following the scientific part of the program a steak 
dinner was served. 


DR. VINCENT RE-ELECTED IN LAURENS 

Dr. C. P. Vincent has been re-elected county phy- 
sician and Dr. J. F. Dusenberry as assistant county 
physician. 


Dr. F. R. Fleming, specialist in eye, ear, nose and 
throat, has moved to Myrtle Beach and has opened 
offices at 206 76th Avenue North. 

Dr. Fleming moved from Georgetown, where he 
spent three years. Prior to that time he was at the 
Hugh Chatham Memorial Hospital in Elkin, N. C., 
in eye, ear, nose and throat work, and a year at the 
Newark, N. J., Eye and Ear infirmary. He spent five 
years as a flight surgeon in the United States Air 
Force. 

The newly arrived physician received his A. B. de- 


gree at the University of North Carolina; his B. S. 
in Medicine at Wake Forest; and his M. D. at Jeffer- 
son Medical College of Philadelphia, Pa. He received 
a graduate course in ophthalmology at Harvard Uni- 
versity. 

Dr. Fleming, a native of Hamptonville, N. C., is a 
Diplomate of the American Board of Ophthalmology; 
member of the American Academy of Ophthalmology 
and Otolaryngology; member of the S. C. Medical 
Association and the American Medical Association. 


Dr. Blanchard Fred Ford, Jr., has begun general 
practice at Ocean Drive Beach and is now located 
in the new doctors’ building at Oak Drive and Second 
Avenue. 

Dr. Ford received his education at the University 
of South Carolina and graduated from the Medical 
College of South Carolina, Charleston, in 1938. He 
interned at Roper Hospital and was later resident 
physician at McLeod Infirmary in Florence. As a 
lieutenant commander, Ford spent four and one-half 
years in the Navy Medical Corps, serving on APAH 
duty in Hawaii and Sub-Chaser Training Center Dis- 
pensary on Saipan. He also served at the Key West 
Naval Hospital and the Norfolk Naval Hospital. He 
practiced at Maxton-Laurinburg, N. C. for 11 years 
and was chief of staff of the Scotland County Mem- 
orial Hospital, where he was president of the Scot- 
land County Medical Society of 1954-55. 


DR. JOHN M. PRATT HEADS HOSPITAL 
MEDICAL STAFF 
Dr. John M. Pratt was named head of the Medical 


Staff of 
monthly meeting held at the hospital. 


Divine Saviour Hospital at the regular 
Dr. E. A. Perry of Clover was named vice-president 
and Dr. Philip Claytor is the new secretary. 
The South 
February 1, at the Columbia Hotel. 


Carolina Radiological Society met 

The Saturday meeting opened with a luncheon at 
one o'clock in honor of Dr. and Mrs. Charles Bream. 
Dr. Bream is a member of the Radiological Faculty 
of the University of North Carolina, and spoke at 
the scientific session on “Radiologic Exploration of 
the Retro-peritoneal Space.” 


Dr. Ralph Hubert Bowick, a medical practitioner 
and general surgeon, his established offices at 201 S. 
Pendleton St., Easley. 

The 32-year-old physician is a native of McCormick 
County and has been living here for a short time. 

A graduate of Clemson College, Dr. Bowick was 
in military service from 1944 to 1946 and received 
his M. D. Degree from the Medical College of S. C. 
in 1951. 

He served an internship at the Wayne County 
General Hospital at Eloise, Mich., from July 1951 to 
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June 1952. 

The new Easley physician was a general practitioner 
for six months in McCormick, and served a surgical 
residency at Wayne State University Program at the 
Detroit Receiving Hospital and Dearborn Veterans 
Hospital from January 1953 to June 1957. 


DR. E. FINGER NAMED PRESIDENT 

Dr. Elliott Finger of Marion was elected president 
of the Pee Dee Medical Association and delegate to 
the state convention during the monthly meeting at 
Pee Dee Lodge. Dr. Randy Elvington of Nichols was 
elected vice president and Dr. J. B. Berry, Marion, 
secretary and treasurer. Dr. H. S. Gilmore of Nichols 
was named alternate convention delegate. 


JAYCEES HONOR DR. YOUNG 
The “Distinguished Service” award to the outstand- 
ing young man of Hampton-Varnville was presented 
to Dr. Walter L. Young, for his contribution to the 
community in the Red Cross Blood Bank program. 


HEART GROUP’S 1958 MEETING 

The ninth annual meeting of the South Carolina 
Heart Association was on February 3 in Greenville. 

Dr. A. Izard Josey of Columbia, president of the 
association led the meeting. 

Among speakers for the one-day session were Dr. 
E. S. Cardwell, Jr., pathologist, Columbia Hospital, 
and consultant pathologist, Veterans Administration 
Hospital. 

The officers, other than Dr. Josey, are Dr. George 
R. Wilkinson of Greenville, vice president, H. M. 
McElveen, Columbia, executive director, and Burnell 
Sloan, Columbia, treasurer. 


Dr. Kelly McKee, Charleston, was elected secretary 
of the Section on Medicine at the recent annual meet- 
ing of the Southern Medical Association. 


Dr. Edward F. Parker of Charleston attended the 
three-day sectional meeting of the American College 
of Surgeons in Jackson, Miss., January 16 through 18. 

Topics discussed by leading surgeons of the 
society included treatment of accident injuries, burns, 
heart and lung surgery, pediatric surgery, cancer, 
ovarian tumors, transfusions and other problems of 
current concern. 

Dr. Parker participated in a panel discussion “New 
Horizons in Cardiac and Lung Surgery.” 


THE MONTH IN WASHINGTON 
Washington, D. C.—Those who are trying to follow 
the course of medical legislation, find an unusual situa- 
tion developing in this session of Congress. All of 
Washington is being subjected to forces, some com- 
pletely new, that often work at cross-purposes to each 
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other. The result could be a moratorium on health 
legislation—or again it could be a flood of new laws. 

At the start of the session, a new-born interest in 
science completely dominated the scene—by a frantic 
spending of billions of dollars we would overtake 
Russia. That was the theme in Washington, and it 
persisted despite a few quiet voices that asked whether 
Russia really had far outdistanced the U. S. or was 
merely exploiting a slight advantage. 

Even before the American satellite started on its 
orbit, some of the panic had subsided, and most of 
the legislators had decided that advent of the space 
age had not removed all of the old problems and 
opportunities in legislation and politics. The familiar 
issues were still there, medical panaceas included. 

The shock of Russian achievements will, at any 
rate, produce legislation designed to shore up our 
educational system. This seems to be generally ac- 
cepted. For the medical profession, two provisions 
are of major interest. Scholarships would be either 
four years—possibly six—offering some assistance to 
premed students and in some cases to those in their 
first year of medical school. Also, fellowships would 
be available for medical and other graduates if they 
wanted to teach or go into research. 

The administration’s idea was a program that would 
cost a billion dollars; several leading Democrats joined 
in a bill proposing three billion dollars as a stimulant 
to mathematics and science. 

But there are other factors to be reckoned with. For 
the first time a President set down in black and white 
in his budget just how he proposed to withdraw the 
federal government from some activities, or limit its 
participation, and turn the programs back to the 
states. Mr. Eisenhower wants to slow down on the 
Hill-Burton hospital construction program and change 
its emphasis, he wants to mesh in some veterans’ bene- 
fits with social security payments, he would have the 
states do more and the U. S. less in public assistance 
(where medical payments are a growing factor), and 
he hopes to get Congress to drop the $50 million a 
year program of grants to help build water treatment 
plants. 

Whether Congress will follow the President’s lead 
in the back-to-the-states movement is another question. 
At least he has said specifically what he thinks should 
be done, and when. 

There was no expectation that the Russian scare 
would dilute politics this election year—and it hasn't. 
If anything, the partisans are struggling harder than 
ever to make records that will reflect glory on them 
next November. Some of course, would be pressing 
for their projects regardless of the election. 

So this is the prospect, in brief: 

The Defense Department and science will get the 
major attention and the major money, but some may 
spill over into medicine. 


There is some interest in a tight domestic budget 
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and returning certain activities to the states, but old 
fashioned politics combined with a fear of a continuing 
recession may again open up the federal purse. 

Medical legislation, always a popular subject, may 
get more and more attention as the session rolls on. 
If so, the Forand bill among others would come im- 
mediately to the fore. 

NOTES: 

Several developments in the legislative field on 
Jenkins-Keogh bills came early in the session. The 
American Thrift Assembly, representing some 10 mil- 
lion self-employed, urged favorable House Ways and 
Means action, and the American Medical Association 
pointed out that the proposal for tax deferment of 
money paid into retirement plans could help solve the 
problem of maldistribution of physicians. 

In the Senate, a majority of the Small Business 
Committee introduced a tax relief bill with a J-K pro- 
vision. The section would allow anyone not now bene- 
fitting from a qualified pension plan to set aside 10% 
of annual income ($1,000, maximum). The bill went 
to Senate Finance Committee. 


BOOK REVIEWS 








INTRODUCTION TO ANESTHESIA by Drs. 
Robert D. Dripps, James E. Eckenhoff, and Leroy D. 
Vandam. W. B. Saunders Co., Philadelphia, 1957. 
Price $4.75. 

The authors of this book have had extensive ex- 
perience in teaching anesthesiology to students and 
residents at the University of Pennsylvania Medical 
School and at the Harvard Medical School. They have 
written an up-to-date appraisal of various anesthetic 
drugs and have described safe, effective, clinical 
methods for the use of inhalation, regional, and intra- 
venous anesthesia. Certain specialized techniques and 
the minute details of seldom-employed anesthetic pro- 
cedures properly have been omitted from this book, 
since its primary objective is to present principles of 
the safe practice of anesthesiology in the simplest and 
clearest manner suitable for the instruction of medical 
students and beginning anesthesiology residents. 

The book is divided into four sections: the pre- 
anesthetic period, the day of anesthesia, during opera- 
tion, and the post-operative period. This logical frame- 
work contains information on such vital topics as re- 
lationship between the surgeon and anesthesiologist 
and relationship between the patient and anesthesiolo- 
gist. Certainly these sections on the art of the practice 
of this specialty are a welcomed addition to the ex- 
tremely well-documented portions of the book on the 
science of the practice of anesthesiology. 


John M. Brown, M. D. 


PHYSICIAN’S FEDERAL INCOME TAX GUIDE, 
1958 EDITION, by Hugh Campbell and James B. 
Liberman. Edited by Henry D. Shereff. Channel 
Press, Great Neck, N. Y. Price: $2.50. 








This is the twelfth annual edition of a tax guide 
that has been used by a great many of the practicing 
physicians in the nation. This is a book of 100 pages 
which is compiled for detailed and ready reference. 
It would seem to be capable of supplying the answer 
to any question on income tax which the harassed 
tax payer might want answered. 

The Guide is available from Channel Press, 159 
Northern Boulevard, Great Neck, New York, for $2.50. 
It is also available in leading bookstores. 


WILLIAM HARVEY: His Life and Times, His 
Discoveries, His Methods, by Louis Chauvois. The 
Philosophical Library, Inc. New York, 1957. Price 
$7.50. 

Dr. Chauvois begins his biography of Harvey in 
1627 at the height of his powers, physician to Charles 
First, sought after by the most illustrious of his con- 
temporaries, Lumlein lecturer of the College of Phy- 
sicians, general practitioner of medicine, physician in 
chief of St. Bartholomews Hospital and, with what 
spare time he had, investigator of the circulation of 
the blood. 

“Here he is on the threshold of his house, his head 
uncovered, and dangling from his right hand is a 
large, broad-brimmed hat. A cape is draped over his 
left arm. He is a small man... . His face is spare 
and high in colour, though his skin is so dark as to be 
almost olive . . . . The thick black hair of his head 
recedes from a lofty and broad forehead beneath 
which were two dark eyes, lively and penetrating. 
Some habit, it may be of spiritual tension, raised the 
left eyebrow above the right... . 

“After a few minutes wait (for his carriage), the 
little man, obviously impatient, puts on his hat and 
He walks 
down the roadway and takes the path—so often trod- 
den—that leads him to his daily goal, St. Barth- 
olomews Hospital . He moves rapidly, carried 
along by supple and muscular legs that never seem 
Bias sc. * 


flings his cape over his shoulders . 


If stopped by an acquaintance, “He would finger 
the little dagger that since his Padua days he always 
wore at his side. He would unsheathe it and then 
would place the point or the flat side in the palm or 
on the back of his hand, as though better to support 
his arguments for the principle of the circulation of 
the blood which the ignorant and willfully obstinate 
would still not accept.” 

After an intimate personal portrait, Chauvois de- 
scribes the molding of Harvey as a boy. He attended 
King’s grammar school at Canterbury. Here, tempered 
by the practice of physical exercises and of sports, 
Harvey acquired the physical vigor which would later 
allow him to meet the insistent demands of his scien- 
tific and professional pursuits. 

While he was here, in 1588, the Armada of Phillip 
II was repelled and Harvey’s holiday visits home to 
Folkstone must have been exciting ones as he watched 
the small English vessels prepare to destroy the 
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EFFECTIVE, DEPENDABLE THERAPY FOR VAGINITIS 


**.. results for 
trichomoniasis 


have been best 
and more 
consistent’ 
using 
Floraquin...° 














Floraquin’ eliminates 
trichomonal and mycotic infection; 
restores normal vaginal acidity 


Leukorrhea is by far the most frequent symp- 
tom of vaginitis; trichomonads and monilia are 
the most common causes. Many authors have 
reported? trichomonal protozoa in the vagina 
of 25 per cent of obstetric and gynecologic 
patients. Increased use of broad spectrum 
antibiotics has resulted in a sharp rise in the 
incidence of monilial infections. 

Floraquin effectively eradicates both tricho- 
monal and monilial vaginal infections through 
the action of its Diodoquin® content. Floraquin 
also furnishes boric acid and sugar to restore 
the normal vaginal acidity which inhibits patho- 


gens and favors the growth of protective Déder- 
lein bacilli. 

Pitt! recommends vaginal insufflation of 
Floraquin powder daily for three to five days, 
followed by acid douches and the daily inser- 
tion of Floraquin vaginal tablets throughout one 
or two menstrual cycles. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service of 
Medicine. 





1. Pitt, M. B.: Leukorrhea. Causes and Management, J. M. 
A. Alabama 25:182 (Feb.) 1956. 

2. Parker, R. T.; Jones, C. P., and Thomas, W. L.: Pruritus 
Vulvae, North Carolina M. J. 16:570 (Dec.) 1955. 











Spanish fleet. These years left Harvey with the feeling 
that, as an Englishman, he was a person of some 
importance. When he left England for study in Padua 
he impressed all newcomers not only with his well- 
stocked brain but also his juvenile authority. 

He was led to Padua by Dr. Keys (latinized to 
Caius) while a student at Cambridge’s Gonville-Caius 
college, and at Padua listened to Galileo, Colombo 
and Caesalpinus. Harvey was much at home amidst 
the liberal thought here and certainly heard the be- 
ginnings of his concept of the circulation as the phil- 
osophy of his teachers. His professor Fabricius taught 
him much as he demonstrated the valves of the veins. 

Not long after his return to London he was made 
the Lumlein lecturer of the College of Physicians. His 
notes for these lectures, handwritten on both sides of 
sheets of foolscap and kept in a leather case tied with 
ribbon, are almost illegible because of the poor hand- 
writing of the doctor and his habit of writing in both 
Latin and English and using abbreviations freely. 

It was in these lectures given to the practitioners 
of London that Harvey’s methods and concepts un- 
folded. His magnificent “Excercitatio Anatomica De 
Motu Cordis et Sanguinis in Animalibus” was not 
published until 1628 when he felt that his animal 
experimentation was sufficient to confirm his thesis. 

The activities of the physician during these most 
productive years were multitudinous. He sustained 
himself with coffee which his brothers imported from 
Turkey as he lived out his life as a writer, lecturer, 
physician, scientist and politician trapped as a king’s 
man when Oliver Cromwell revolted. 

Dr. Chauvois portrays in scholarly detail the life 
and the fascinating era of Harvey. Shakespeare pre- 
sented his plays a few blocks from Harvey’s home 
and Francis Bacon was his patient. He disliked Bacon 
because the man was a philosopher, not an experi- 
menter. Perhaps Dr. Harvey gained some respect 
when Bacon caught his death of pneumonia while 
stuffing a chicken with snow to see if he might pre- 
serve it. 

An interesting chapter of his book is devoted to the 
judgment of the man by his contemporaries and 
posterity. Descartes, for instance, was in part most 
critical and his criticism is reviewed. 

This book, with much charm, wit and affection for 


the subject, reviews Harvey's publications in detail. 

It is appropriate that it be published in this, the 
three hundredth anniversary of the death of William 
Harvey. 

Arthur V. Williams, M. D. 


SCHIZOPHRENIA IN PSYCHOANALYTICAL 
OFFICE PRACTICE. 30 contributors. Edited by 
Alfred H. Rifkin, M. D. Grune & Stratton, New York, 
1957. Price $4.00. 

The combined thinking of 30 outstanding con- 
tributors, amassed in only 145 pages, has made this 
book one of the best monographs concerning the 
understanding of schizophrenia. Although at first 
glance it appears to be a very technical book on the 
psychoanalytic treatment of schizophrenia, it really is 
much more than that. I have not seen or read any book 
that more clearly describes in relatively brief form, 
the scope, tone and clinical form of schizophrenia. 
The general tenor of the book is bold in that, “schizo- 
phrenia is not a disease—it is a pervasive disturbance 
in a way of living, in a way of looking at the world, 
in a way of interacting with it.” Mystical or magical 
thinking, transcendency or omnipotence (personal in- 
dependence from natural law) and an intense pre- 
occupation with one’s inner emotional life character- 
ize all schizophrenias—these are the basic symptoms. 

This book, immensely readable, clearly injects 
therapeutic optimism into the vast problem of this 
condition. There is liberal referral to Manfred Bleuler, 
son of Eugen Bleuler, the Swiss psychiatrist who first 
described and named this condition at the turn of the 
twentieth century. The son, internationally known on 
his own merits, has been one of the forces responsible 
for re-centering interest in the psychotherapeutic 
management of the schizophrenic. The 30 contributors, 
all outstanding American psychiatrists, have clearly 
demonstrated that schizophrenic language, thought 
and behavior makes psychological sense once the 
therapist can appreciate the unique sensitivity that 
characterizes a schizophrenic. 

This book should interest all those interested in 
mental health since it expresses therapeutic optimism, 
not grandiose claims for the most distressing of all 
human problems. 

Norton L. Williams, M. D. 
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